














| The New England 
| JOURNAL of MEDICINE 


FORMERLY THE BOSTON MEDICAL AND SURGICAL JOURNAL 


OFFICIAL ORGAN OF 
THE MASSACHUSETTS MEDICAL SOCIETY 
THE NEW HAMPSHIRE MEDICAL SOCIETY —THE VERMONT STATE MEDICAL SOCIETY 
@ jQTHE NEW ENGLAND SURGICAL SOCIETY — THE BOSTON SURGICAL SOCIETY, INC. 
THE NEW ENGLAND PEDIATRIC SOCIETY AND 
THE NEW HAMPSHIRE SURGICAL CLUB 


OWNED AND PUBLISHED BY THE MASSACHUSETTS MEDICAL SOCIETY 




















estic $6 per A , 25c per Copy ‘ Published Weekly in Bost 
Volume 199 Oonada $7.04, Foreign $7.56 DECEMBER 20, 1928 at 126 Massachusetts Avenue 
THE MASSACHUSETTS MEDICAL SOCIETY Progress in Dermatology. Harvey P. Towle and cial 
SECTION OF OBSTETRICS AND GYNECOLOGY J. L. Grund = 
The Problem of the Vertex Occipitoposterior CASE RECORDS OF THE 
cicsieieomeg anand ia 1237 MASSACHUSETTS GENERAL HOSPITAL 


The Benign Lesions of the Uterine Cervix and Case 14441—A Young Girl with Chronic Diar- 























Their ‘SROERNERE. LOWisS FE. PRANCUS cersrsesmneen 1243 rhea. Richerd-0. Cabot. Cane 14446—De 
Premature Separation of the Normally Implant- velopment of Gastric Symptoms in a Pa- 
ed Placenta. JOSEP W. O’CONMOT recsrssmnesieenene 1248 tient Totally Relieved of Pernicious Ane- 
Report of the Committee on Survey of Incidence mia by Liver Therapy. James H. Means. 1272 
of Puerperal Septicemia in Massachusetts: 
in 1927 1253 EDITORIALS 
The Serum Treatment of Type 1 Pneumococcus Christmas 1928 : epi 
Pneumonia. Frederick T. LOG semen 1260 The Observance or Disregard of Traffic Regula- 
Mumps Orchitis with Especial Reference to tions 1377 
Sterility: Report of Two Cases. Francis P. The Pancreas and Surgery 1278 
Twinem 1262 This Week’s Issue 1278 





(Contents continued on next page) 


ERT a _—o 
Rcniieehiaconeianeia ss —_ 


New Monographs from the Mayo Clinic 


THROMBO.-ANGIITIS OBLITERANS 


This new work is a distinct contribution to the literature on peripheral vascular disease. It is a summary of the in- 
vestigations of 300 cases made by the authors with the assistance of other members of the Mayo Clinic staff and the 
staff of the Mayo Foundation. It discusses the disease from the clinical, the physiologic and the pathologic sides. 
It discusses prophylactic and physical measures, the import ance of rest, the use of non-specific protein therapy, and 
the application of surgical measures to the sympathetic nervous system in order, if possible, to prevent amputation. 
The volume will be of interest and of value to internist and surgeon. Indeed, the authors state that in their belief 
“the disease primarily falls into the realm of the internist but the close association of surgeon and internist is 
important.” 











12mo volume of 219 pages, illustrated. By Grorae E. Brown and EpGar V. ALLEN, Division of Medicine, Mayo Clinic; collaborating in Pathology 
with Howarp R. Manorner, Fellow in Surgery, The Mayo Foundation. Cloth, $3.00 net. 


PLANT PATHOLOGY and PHYSIOLOGY IN RELATION TO MAN ... 


This monograph makes its appeal to physician, pathologist, physiologist, biologist, chemist, and phytopathologist. It 
consists of a series of lectures given at the Mayo Foundation and the Universities of Minnesota, Iowa, Wisconsin, 
the Des Moines Academy of Medicine, Iowa, and the Iowa State College. The lecturers with their subjects are: Louis 
O. Kunkel, Boyce Thompson Institute, Yonkers, N. Y.,—Filtrable Viruses; Henry C. Cowles, Professor of Plant 
Pathology, University of Chicago—Ecology and Human Affairs; George H. Coons, Pathologist, Sugar Plant Investiga- 
tions, U. S. Department of Agriculture—Some Aspects of the Fusarium Problem; Elvin C. Stakman, Professor of 
Plant Pathology, University of Minnesota—Racial Specialization in Plant Disease Fungi; Herbert H. Whetzel, Pro- 
fessor of Plant Pathology, Cornell University—Relation of Plant Pathology to Human Affairs; Wint’ »p J. V. 
Osterhout, Member of Rockefeller Institute, New York City—Some Aspects of Cellular Physiology. 


12mo volume of 207 pages, illustrated. Cloth, $2.50 net. 


W. B. SAUNDERS COMPANY F hiladelphia and London 





Entered at the Postoffice at Boston as Second Class Matter 











PE BBE RST 


pig got sa 


— 


ay Se Ns heart 


4 














THE NEW ENGLAND JOURNAL OF MEDICINE 





December 20, 19% 





CONTENTS 


EO ee eee 1293 
BOOKS RECEIVED FOR REVIEW............. 1296 
(Continued) THE BOSTON MEDICAL LIBRARY 
BOOK REVIEWS ASPUNTA NPN IPTA A ANI TIO GIS 9 59 Se 0 nw eresoeip a inv. ats'o's Vous ers Oe 1279 
ry ner nage & AT ES fae OS" | eee a = CORRESPONDENCE 
emistry in Medicine. Bn ae ete eh Seen as wislaeieie Meeting of Cleanliness Institute 
The Clinical Examination of the Nervous System.” | Meeting of the National Society for the Prevention 
és Bo Re saveegerinsc ge ROR RR Sikes sire 1295 of Blindness 1084 
est sdcuien 4uh Laboaary Dtalion 6 eo Uo Of Blindness... 00... see eee eee e ee cee pointes es 
Canin Gebeol of Yivelene and Tropical Medi- The Outbreak of Influenza. George H. Bigelow.... 1284 
cine. Vol. IV, 1927-28, Compiled by R. T. MISCELLANY 
SM cippek cbse a Peco eeu harasses = sensensses 1296 Another Disease Victim Under Study............... 1283 
Diseases of the Ear, Nose and Throat. Wendell Dr. Herman Blumgart Speaks Before the Naw York 
Ire RENNIN oc cca aaubkiea ns akbe swe sa ens 1295 Academy Of Medicine. «....:. 0666s ccccecccs cacnees 1283 
Diseases of the Gall Bladder and Bile Ducts. The Christmas SOAl Bare  o.oseo4:s cio osc so cc-0 00 00sace 1281 
Evarts A. Graham, Warren H. Cole, Glover H. Comparison of Disease Incidence in Connecticut 
Copher, and Sherwood Moore................++- 1291 with 1927 and Seven Year Average Month End- 
The Elements of the Science of Nutrition. Graham RUNES INOW IORINNO HOE S15 Wikis boo bi SSA 6 <b6sd 5 Seances 1282 
De he oe ie ka ccieisie ea ected wine» nib ee, 5 y6 1292 John Karly, The Leper, Recovered.................. 1276 
Exercitatio Anatomica de Motu Cordis et Sanguinis Gift of $100,000 for Cancer Treatment.............. 1259 
in Animalibus. William Harvey................ 1295 How Many School Children Have Heart Disease? 1281 
Infancy and Human Growth. Arnold Gesell....... 1292 Is Undulant Fever an Abortifacient?........ Sieane 1283 
Laboratory Diagnosis and Experimental Methods Medical and Pharmaceutical Co-operation.......... 1259 
in Tuberculosis. Henry Stuart Willis.......... 1294 A ON ONO INN eins 151s nis pie ais S45 Wd wo ws 34d pea ne a Siew ee 1271 
A Laboratory Manual of Physiological Chemistry. A Proposed Building for the Boston City Depart- 
1D IC I MEI on chin sive ann akon s bes asics ase 6% 1292 BRD NAR: THON: ARMOR NMR 5 55 6 dic s'n'5- 5.01919 0.59.5 oa wisi ose wai 80 
A Manual of Tuberculosis Legislation. James A. Resume of Communicable Diseases in Massachu- 
SR See, eer men reer 1294 ERNE; \SONSSDON BOD os 6 .aiee a v4.6 5.4 .0law 5.5 s edie be ate 1283 
Modern X-Ray Technique. Ed. J. Jerman......... 1294 Smalipox in Massachusetts. ...........cccccccsceccs 1271 
Neurological Examination: An Exposition of Tests Tularemia in an Adjoining State.................... 1271 
with Interpretation of Signs and Symptoms. United States Public Health Service. Inspection of 
ge a ES NS OL CS Se eee 1295 Vaccines and Serums Important................ 1281 
Rules for Recovery freom Tuberculosis. Lawrason PERG 0s ICIS «oc 0.55.50 0 00 8000 palsrsavk as sia.c area Se eine mee 1285 
oof eS See ae eee See eee ree er ree 1293 RR Ea an cin gcse Sai bias bie BW S'S Gelade OE OLS 1285 
Sinus Thrombophlebitis. Alfred Braun............. 1293 ERO Us 7 1. Ce bs (ES ve 1284 
Surgical Diagnosis i: Tabular Outline. A. REPORTS AND NOTICES OF MEETINGS.......... 1285 
SRGNNEENY cia oe vc ech seh aleGeea ss Chak bu ae aber ess 1292 Cle Toy Be ge | Lu che 0] Ca rr rr ere ne 1291 


a 





Text Book of Pharmacology and Thera i 
Hugh Allister McGuigan _— 








Che Massachusetts Medical Society 


The next Annual Meeting of the Massachusetts Medical Society will be held in Boston, June 11 and 12, 1929, 
“unless otherwise ordered by the Council.” 


OFFICERS AND STANDING COMMITTEES ELECTED BY THE COUNCIL, JUNE 5, 1928 


PRESIDENT: JOHN M. BIRNIE, 14 Chestnut St., Springfield. 
VicE-PRESIDENT: PEER P. JOHNSON, 163 Cabot St., Beverly. 


STANDING COMMITTEES FOR 1928-1929 


COMMITTEE OF ARRANGEMENTS 
James Hitchcock, E. P. Hayden, H. Q. Gallupe, T. H. Lanman, 
F. H. Colby. 

COMMITTEE ON PUBLICATIONS 
Homer Gage, John W. Bartol, R. I. Lee, R. B. Osgood, E. W. 
Taylor. 

COMMITTEE ON MEMBERSHIP AND FINANCE 
D. N. Blakely, Algernon Coolidge, Samuel Crowell, Gilman Osgood, 
Homer Gage. 

COMMITTEE ON ETHICS AND DISCIPLINE 
David Cheever, W. D. Ruston, S. F. McKeen, Kendall Emerson, 
A. C. Smith. 


OFFICERS OF THE 
ELECTED BY THE SBPCTIONS 


SECTION OF MBDICINE 


Chairman, Lester C. Miller, Worcester; Secretary, Roger W. 
Schofield, Worcester. 

SPCTION OF SURGERY ; 
Chairman, Philemon E. Truesdale, Fall River; Secretary, L. S. 


McKittrick, Boston. 

SECTION OF TUBERCULOSIS 
Chairman, John B. Hawes, 
Griffin, Sharon. 


2nd, Boston; Secretary, Walter A. 


SECRETARY: 


WALTER L. BURRAGE, 182 Walnut St., Brookline, 
TREASURER: 


ARTHUR K. STONE, Auburn St., Framingham Center, 


COMMITTER ON MEDICAL EDUCATION AND MEDICAL DIPLOMAS 


P. P. Johnson, A. G. Howard, R. L. DeNormandie, H. P. Stevens, 
C. H. Lawrence. 


COMMITTED ON STATE AND NATIONAL LEGISLATION 


J. M. Birnie, A. W. Marsh, T. J. O’Brien, F. E. Jones, Shields 
Warren. 


COMMITTEE ON PusBLic HRALTH 
Dwight O’Hara, E. F. Cody, 
Curtis. 

COMMITTEE ON MALPRACTICE DEFENSE 
ohm Balch, E. D. Gardner, F. B. Sweet, R. P. Watkins, A. VW. 

len. 


SECTIONS FOR 1929 


R. I. Lee, T. F. Kenney, PF, @. 


SECTION OF PEDIATRICS 
oo C. A. Sparrow, Worcester; Secretary, Joseph Garlani, 
oston. 
SECTION OF OBSTETRICS AND GYNRCOLOGY 


a , Frederick L. Good, Boston; Secretary, Louis E. Phaneuf, 
oston. 


SBHCTION OF RADIOLOGY AND PHYSIOTHRRAPY 


Chairman, William D. McFee, Haverhill; Secretary, P. F. Butler, 
Boston. 





OFFICERS OF THE DISTRICT MEDICAL SOCIETIES 


ELECTED BY THD DistrRicT MepicaL Societims BETWEHEN APRIL 15 AND May 15, 1928 


BaRNSTABLE—President, S. M. Beale, Jr., Sandwich; Vice-President, 
H. D. Handy, Harwich; Secretary, J. L. Chute, Osterville; Treasurer, 
H. B. Hart, Yarmouthport; Librarian, E. E. Hawes, Hyannis. 

BrerKSHiIRE—President, C. H. Richardson, Pittsfield; Vice-Presi- 
dent, M. S. Eisner, Pittsfield; Secretary, H. J. Downey, Pittsfield; 
Treasurer, C. T. Leslie, Pittsfield. 

Bristo. Nortu—President, F. H. Dunbar, Mansfield; Vice-Presi- 
dent, T. J. Robinson, Taunton; Secretary, J. L. Murphy, Taunton; 
Treasurer, J. V. Chatigny, Taunton. 

Bristo. SoutH—President, J. G. Hathaway, New Bedford; Vice- 
President, G. L. Richards, Fall River; Secretary and Treasurer, G. E. 
Borden, Fall River. 

Essex NortH—President, G. E. Kurth, Lawrence; 
R. L. Toppan, Newburyport; 
Burnham, Lawrence. . 

Essex SoutH—President, O. S. Pettingill, Middleton; Vice-Presi- 
dent, C. L. Curtis, Salem; Secretary, R. E. Stone, Beverly; Treasurer, 
Andrew Nichols, 3d, Danvers; Librarian, C. M. Cobb, Lynn. 

FRANKLIN—President, W. K. Clark, Greenfield; Vice-President, 
H. M. Kemp, Greenfield; Secretary and Treasurer, Charles Moline, 
Sunderland. 

HaMppen—President, E. P. Bagg, Jr., Holyoke; Vice-President, 
Dudley Carleton, Springfield; Secretary and Treasurer, H. L. Smith, 
Springfield. 

Hampsuire—President, F. E. O’Brien, Haydenville; Vice-President, 


Vice-President, 
Secretary and Treasurer, J. Forrest 


Mipptesex East—President, D. T. Buzzell, Wiimingtom; Vie 
President, F. T. Woodbury, Wakefield; Secretary, A. R. Cunningham, 
Winchester; Treasurer, Richard Dutton, Wakefield; Librarian, J. 
Wilcox, Woburn. 

MippLpsex Nortu—President, J. H. Lambert, Lowell; Vice-Presi- 
dent, A. G. Scoboria, Chelmsford; Secretary, T. A. Stamas, Lowell; 
Treasurer, M. D. Bryant, Lowell; Librarian, P. J. Meehan, Lowell. 

Mippiyesrx SoutH—President, A. W. Dudley, Cambridge; Vice 
President, Fresenius Van Niiys, Weston; Secretary, S. M. Biddle, Cam- 
bridge; Treasurer, Edward Mellus, Newton. 

NorFroLK—President, Victor Safford, Jamaica Plain; Véce-Prest 
dent, S. F. McKeen, Brookline; Secretary, F. S. Cruickshank, Dorches- 
ter; Treasurer, G. W. Kaan, Reading. 

NorroLtK SoutH—President, D. A. Bruce, Atlantic; Vice-President, 
G. M. Sheahan, Quincy; Secretary, Treasurer and Librarian, N. 
Pillsbury, South Braintree. 

PLyMoutH—President, T. H. McCarthy, Brockton; Vice-President, 
F W. Murdock, Brockton; Secretary and Treasurer, L. B. Packard, 
Brockton; Librarian, J. H. Weller, State Farm. 

SurroLK—President, Lincoln Davis, Boston; Vice-President, W. H. 
Robey, Boston; Secretary, A. H. Crosbie, Boston; Treasurer, John 
Boston. 

WorcrstER—President, P. H. Cook, Worcester; Vice-President, A.M. 
Shattuck, Worcester; Secretary, C. A. Sparrow, Worcester; Treasuréf, 
G. O. Ward, Worcester; Librarian, A. C. Getchell, Worcester. 


L. B. Pond, Easthampton: Secretary and Treasurer, L. O. Whitman, Worcester NortH—President, J. H. Kearney, Fitchburg; Véee 
Northampton; Librarian, F. H. Smith, Hadley. President, C. S. Brigham, Leominster; Secretary, C. H. 
Fitchburg: Treasurer, F. H. Thompson, Jr., Fitchburg. 





Fellow Members! 


We want your support. 











193 
96 


line, 
enter, 


tevens, 


Shields 


rand, 
aneut, 


‘utler, 


Vice: 
 M. 


>resi- 
well; 


Vice- 
Sam: 


rest: 
shes- 


jent, 
ard, 


 M. 
rer, 








The New England 


Journal of Medicine 








VotuME 199 


DECEMBER 20, 1928 


NuMBER 25 





Che Massachusetts Medical Soriety 


SECTION OF OBSTETRICS AND GYNECOLOGY 





TUESDAY AFTERNOON, JUNE 5, 1928 


HE Section of Obstetries and Gynecology of 

the Massachusetts Medical Society, held in 
the Mein Hall of the Chamber of Commerce 
Building, Worcester, Massachusetts, convened 
at two-forty o’cloc ., Dr. Foster S. Kellogg, the 
Chairman, presiding. 


CrratirMAN Kenuoca: The Section will please 
come to order. 

It is our conception that this Section should 
be run for the benefit of all the men in the 
Massachusetts Medical Society who do obstet- 
ries and gynecology, and to that end we have 
experimentally managed it differently this year 
than ever before. It has been run by a Com- 
mittee that has conducted a piece of work on 
Puerperal Sepsis, with the co-dperation of men 
throughout the State who happen to have been 
unfortunate enough to have had puerperal 
deaths in their practice. The co-dperation has 
been so marked that we feel encouraged for the 
future that we can always count on it. In ad- 
dition to that, instead of being directed by one 
or two officers, a very active Committee repre- 
sentative in so far as possible of various obstet- 
rical institutions and in a measure geographi- 
cally representative, has entirely conducted af- 
fairs at monthly or bi-monthly meetings, and I 
recommend as departing Chairman that this 
policy be pursued in the future and that an- 
other year a similar Committee, but larger, more 
representative and especially more representa- 
tive geographically, be selected to conduct the 





affairs of this Section rather than to leave it in 
the hands of the Chairman and the Secretary, 
and possibly a clerk. 

The result of the Committee’s work has been 
published weekly in the JourNAL, the attempt 
being to publish something each week that was 
of value in the practice of obstetrics, particu- 
larly to the general practitioner, and through 
the generosity of the Finance Committee of the 
Massachusetts Medical Society we were able to 
have these reports published and give each visi- 
tor to the Section a copy. 

We are fortunate in having with us Dr. Ar- 
thur Bill, Professor of Obstetrics, Western Re- 
serve University School of Medicine, Cleveland, 
Ohio, who will read the first paper entitled 
‘‘The Problem of the Vertex Occipitoposterior 
Position.’’ Dr. Bill! 


Dr. ArtHur H. Bru: Mr. Chairman and 
Members of the Society: I first of all wish to 
express my appreciation of the opportunity of 
coming here today and reading a paper before 
you. I really consider it a great privilege. To 
me, it is very interesting to be able to compare 
notes with physicians in another section of the 
country. With this in mind, I am going to ask 
you to look at a film at the end of my paper 
which may seem elementary to many of you but 
still shows points in technique as we earry them 
out in our institution. 


Dr. Arthur H. Bill read his prepared paper 
and exhibited films illustrating the various 
points in technique. 


THE PROBLEM OF THE VERTEXOCCIPITOPOSTERIOR POSITION 


BY ARTHUR H. BILL, M.D., F.A.C.8.* 


TT Vertex Occipitoposterior Position has 
always been the most troublesome complica- 
tion encountered in obstetric practice. It is a 
complication which has been met with great in- 
decision on the part of the practitioner and one 
in which the results both for mother and baby 


*For record and address of author see “This Week’s Issue.” 
Page 1278. 





have been in a considerable per cent. of cases 
thoroughly unsatisfactory. 


Not only have the suffering of the patient and 
the general fatigue following labor been unnec- 
essarily great but there has been associated with 
the deliveries a considerable amount of maternal 
morbidity and foetal mortality. That the prob- 
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lem is still unsettled in the minds of a large part | interference on the part of the attending phy. 


of the profession there is ample evidence in the 
literature which from time to time suggests va- 
rious new methods of conducting such cases. 
There seems to be the greatest confusion both 
as to the general policy of meeting this com- 
plication and the technique to be used when in- 
tervention is resorted to. As a rule descriptions 
of methods in textbooks and medical journals are 
very unsatisfactory and confusing and it is no 
wonder that the physician who conducts labor 
finds himself so at a loss to know the best meth- 
od to use that he is content to adopt the policy 
of watchful waiting as perhaps the safest one 
in his own hands. 

We have not found the Occipitoposterior 
Position to be a complication as difficult to 
manage as seems to be the general experience. 
In fact we believe that we have been able to care 
for these cases in such a way as to make them 
seem fairly simple in the vast majority of in- 
stances. I am, therefore, concerned with the 
question of why there is such general difficulty 
in managing the Occipitoposterior Position. 

In the first place the most confusing teaching 
already mentioned is a considerable factor; and 
the fact that there seems to be no definite policy. 
In a discussion of a given obstetrical procedure 
which has been presented at a medical meeting, 
one often hears the statement that the procedure 
may be a good one and permissible in the hands 
of a specialist but that it would be wrong to 
advocate such a thing in general practice be- 
cause the general practitioner would bungle it 
and the results would be disastrous. In other 
words, we admit the value of the procedure but 
would deny the patient the benefit of it because 
it could not be carried out by every practitioner 
of medicine. Instead of attempting to raise the 
standard of obstetrics and bring medical educa- 
tion up to that standard we are keeping the 
standards of an important specialty down to the 
level of inadequate training. Such a thing 
would of course not be tolerated in any other 
branch of medicine. 

Whether a physician practicing obstetrics 
feels competent to perform an approved opera- 
tion or not he should know the value of the 
operation and the appropriate time in the labor 
when it should be performed. If in his judg- 
ment the operation is beyond the realm of his 
experience it is usually possible for him to ob- 
tain help from someone who has devoted more 
time and thought to such eases and he should do 
so and thereby give his patient the benefit of 
such consultation. It is a wise physician who 
knows, and admits his own limitations in the 
practice of obstetrics. In obstetrics more than 
in any other medical specialty it seems that con- 
sultation is sought as a last resort and often the 
consultant finds himself in the position of meet- 
ing a difficult situation -which has developed 
either from too long waiting or from previous 








sician and is not able to attain satisfactory re. 
sults whereas if he had been able to manage the 
case earlier he might have found a compara- 
tively simple situation and accomplished an easy 
delivery. ‘Too great delay in delivering a baby 
may complicate the delivery because of the fact 
that the uterus may become tonically contracted, 
so much so as to interfere with the procedure of 
choice, or the deilvery may be perxormed at a 
time when the failing foetal heart and passage 
of meconium show that the baby is in such a 
condition that it cannot survive the delivery, 
and post-partum haemorrhage may occur ag a 
result of uterine fatigue. 

The second consideration is the failure to 
make a diagnosis. It is no doubt true that a 
very large number of vertex occipito posterior 
positions are not diagnosed. The diagnosis is 
somewhat more difficult than the diagnosis of an 
anterior position. This difficulty is due chiefly 
to the fact that the head is somewhat extended 
in all of such eases and therefore the posterior 
fontanelle upon which one depends to a large 
extent in determining the position of the head, 
lies so far back and so high that it is not reached 
on vaginal examination. If the physician would 
realize that there is this extension of the head in 
posterior positions and when on examination he 
feels only the anterior fontanelle would follow 
the sagittal suture as far posteriorly as possible, 
he would in most cases be able to palpate the 
posterior fontanelle and therefrom make his 
diagnosis. In many eases the physician attempts 
to perform a forceps delivery without making a 
diagnosis of position, and of course applies the 
foreeps blindly, and makes traction upon the 
head which is in an abnormal position; usually 
with little suecess. I believe that no physician 
has a right to make traction with forceps in any 
ease unless he knows the position of the head and 
therefore is sure that he has applied the forceps 
correctly. 

Third: Failure is sometimes dependent upon 
the first stage of labor. In eases of posterior 
position the first stage of labor is usually pro- 
longed, and if the patient is not given sufficient 
analgesia or anesthesia to relieve pain the phy- 
sician is apt to yield to the appeal of the patient 
or her relatives to deliver the baby at a time 
when the cervix is still resistant. Attempts at 
delivery through an undilated and resistant cer- 
vix have undoubtedly resulted in the deaths of 
many babies. The solution to this lies in the ad- 
ministration of sufficient anesthesia to make the 
patient oblivious of what is going on. In this 
way it is usually possible to allow the labor to 
progress until there is full dilatation of the cer- 
Vix. 

When the head which lies in a posterior posi- 
tion will not rotate and will not descend under 
the force of strong second stage pains, the ad- 
ministration of drugs to stimulate uterine con- 
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traction, such as a pituitary preparation or the 
application of an extremely tight abdominal belt 
seems to add insult to injury, and only makes 


-dangerous pressure upon the head of the child 


which may be already in distress. It is not fair 

to the child to allow its head to be subjected to 

such unreasonable pressure when it is easily 
ossible to correct the abnormality of position. 

When the diagnosis of a posterior position is 
made and it is found that after a sufficient de- 
lav in the second stage of labor no progress is 
made, operative interference becomes necessary. 
Of the numerous operative procedures which are 
employed in these cases a few should be dis- 
eussed briefly. 

The method of attempting to deliver the head 
in the posterior position must be condemned be- 
cause the only reason why the head did not 
descend spontaneously was because of this same 
posterior position. Such attempts to deliver do 
not make the head follow the normal mechanism 
of labor and the force required to deliver the 
head while still in this position should be con- 
sidered entirely unjustified. It is our rule never 
to make traction upon the head when in a pos- 
terior position but a'wavs to consider such a 
position as an abnormality to be corrected. The 
same reasoning would apply to the poiicy some- 
times advocated of drawing the head down to a 
lower level of the pelvis and then rotating it 
with forceps. We must realize that the greatest 
amount of force would be necessary and there- 
fore the greatest amount of damage would be 
done during the traction which would bring the 
head down to the pelvic floor. The abnormality 
of position should be corrected at the pelvic 
plane in which the head is found. The proce- 
dure of making traction and rotation of the head 
at the same time must be condemned on account 
of the possibility of damage to the birth canal 
caused by the twisting or spiral movement. 


Probably the most recent expression of opin- 
ion upon the subject of the vertex occipito pos- 
terior position was by DeLee in the May number 
of Surgery, Gynecology and Obstetrics. In this 
article DeLee again advocates the method of 
rotating the head through a small are at a time 
by continually re-adjusting the forceps upon the 
head until the head is brought into an anterior 
position. I have always held that this method 
was inexact and confusing and certainly attend- 
ed by danger to the child and to the birth canal 
because. of the poor application of the forceps, 
the forceps being applied to the head obliquely 
through part of the procedure. I believe that a 
true cephalic application should be used in all 
cases and the rotation performed in one maneu- 
ver rather than in a number of stages with a 
number of applications of the forceps. 

Manual rotation of the head has apparently 
been successful in the hands of some obstetri 
cians. The greatest objection to manual rota 





tion lies in the fact that the foetal head must be 
considerably displaced to a higher pelvic level 
when it is grasped by the whole hand inserted 
into the vagina, and the fact that it is very apt 
to return to its posterior position before forceps 
may be applied unless the sealp is caught by a 
vulsellum forceps—an unsatisfactory procedure. 

At the Cleveland Maternity Hospital we have 
a very definite policy of handling the occipito 
posterior position. There is no interference in 
the first stage of labor except in cases of emer- 
geney. By practically abolishing pain it is 
usually possible to allow normal progress until 
full dilatation is obtained. In the second stage 
of labor there is early interference. We do not 
feel that an occipito posterior position is per se 
an indication for operative delivery. In a eer- 
tain number of cases the head will rotate easily 
in the second stage of labor, but we believe 
that it is perfectly possible to tell in a given 
ease whether the head will rotate promptly or, 
if at all, only after hours of hard labor. It 
should be possible to make this decision in at 
least one hour of second stage labor. The results 
of delay may be bad for delivery methods are 
more easily carried out when early interference 
is resorted to, than after the uterus has become 
more tonically contracted or after the head has 
become impacted, if in the pelvie cavity. 

If the head is above the pelvie brim or in the 
brim, podalie version is the procedure of choice. 
This practically eliminates the use of the high 
forceps, the only exception being an occasional 
case in which due to prolonged labor the uterus 
is so tonically contracted that it does not relax 
sufficiently under the anesthetic to make a ver- 
sion seem a safe procedure. In these cases which 
should be very rare, the delivery is accomplished 
by forceps rotation in the same manner as in 
those cases about to be described, in which the 
head is in the pelvie cavity. 

In eases in which the head has passed the pel- 
vie brim, forceps rotation is performed as fol- 
lows: The solid blade forceps are used because 
the application is more easily made than: with 
the fenestrated blades and is therefore usually 
more accurate, and rotation of the head is more 
easily accomplished due to the smoothness of the 
blades. The pelvic curve of the forceps instead 
of complicating the rotation as is sometimes 
thought, really facilitates it when the proper 
technique is carried out. ‘We find no advantage 
in straight forceps such as the Kjelland. 


TECHNIQUE 


First: Manual dilatation of the maternal soft 
parts. 

Second: Cephalic application of the forceps. 
Of course this is the reverse of the usual 
application inasmuch as the concavity of 
the forceps looks towards the sinsiput, but 
the forceps are applied evenly over the 
sides of the head. 
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Third: An attempt is made to bring the blades 
of the forceps in the long diameter of the 
foetal head by depressing the handles be- 
fore locking them. 


Fourth: The forceps are then locked and the 
handles raised and earried around in a 
sweeping circle in such a way as to keep the 
blades constantly in the same axis. At the 
end of the rotation the handles, point al- 
most directly downward, the rotation being 
continued until the occiput lies directly un- 
der the symphysis. There is absolutely no 
traction upon the head during rotation. 
Occasionally if the head seems to be slightly 
impacted it is loosened by a slight upward 
pressure. 


Fifth: After rotation and before blades are 
removed, downward traction is made but 
only enough to fix the head in its new posi- 
tion and to prevent a return to the posterior 
position after the removal of the blades. 

Up to this time the patient has been com- 
pletely anesthetized. The anesthetic is tak- 
en off when rotation is completed so that 
the return of uterine contractions will not 
only help keep the head in its normal posi- 
tion but will facilitate the subsequent de- 
livery. However, patients are never allowed 
to become in the least conscious. 


Sixth: The forceps are now removed and re- 
applied as if to any normally placed head. 
In the reapplication it is important to ap- 
ply first the blade which corresponds to the 
side upon which the occiput lay before rota- 
tion. If the other blade is applied first it 
may tend to throw the head back into its 
original position. After the reapplication, 
delivery is accomplished in the usual way 
always using axis traction. Axis traction is 
used not because it will give greater force 
as is sometimes thought, but because the 
greater accuracy in the direction of traction 
thus obtained means a diminution in the 
force required to deliver the head. The dif- 
ference between the traction force required 
to deliver a head in a normal position and 
that required to deliver the same head in a 
posterior position is amazing. This is well 
illustrated by a not uncommon ease in 
which very forcible traction has been made 
upon the head in an undiagnosed posterior 
position with absolute failure, and it is 
found that after rotation as described, de- 
livery is accomplished with comparative 
ease. 


The success of the forceps rotation depends 
entirely upon a strict adherence to the tech- 
nique in every detail. We have adhered to this 
method for twenty years and have found it so 
satisfactory that we have not found it necessary 
to look for something better. In fact it has 
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made the management of occipitoposterior posi- 
tion cases moderately simple. 

During this period all residents have learneg 
to perform this maneuver and have continued 
to use it with success. This fact perhaps illus. 
trates the importance of more special training 
for those who would practice obstetrics or at 
least that the management of abnormal cages 
should be more and more left to those who have 
had this special training. Finally the occipito- 
posterior position must be considered an abnor. 
mality. 


Discussion 


CHAIRMAN KELLOGG: The discussion of this 
paper will be opened by Dr. Frederick C. Irving, 
Assistant Professor of Obstetrics in the Harvard 
Medical School. Dr. Irving! 


Dr. FrepericK C. Irvinc: Mr. Chairman, 
Ladies and Gentlemen: It is always a pleasure 
to hear Dr. Bill on any subject. It is very in- 
teresting to hear this ingenious method of deliy- 
ering occiputs posteriorly. It is one of the 
things upon which there has been, and always 
will be, a considerable amount of difference of 
opinion. 

Dr. Bill’s method is, I think, novel to most 
of us. Those of us who have been more accus- 
tomed to the older methods—I am one of them, 
and perhaps I had better say what I have to 
say in explaining the methods that are used at 
the Boston Lying-In Hospital at present and 
that are taught to our residents and house of- 
ficers and students. In the first place, we classi- 
fy the station of the head as being high, mid or 
low. If the head is high, it means that the 
largest diameter of the head has passed through 
the brim of the pelvis but has not descended 
to a lower level. If the head is mid, it means 
that it has passed through the brim of the pelvis 
and the lowest point of the vertex is on a level 
with the interspinous line, the lines joining the 
spines of the ischium. If it is a low head, the 
lowest part of the vertex is below that line. 

Most occiputs posterior have undergone a cer- 
tain amount of deflection. The head is partly 
extended. That is one reason why it is so hard 
to feel the posterior fontanel and so easy to feel 
the anterior fontanel, and that is one of the 
reasons why descent in such cases is so pro- 
tracted, because we have an approach to the 
occipito frontal diameter which in the standard 
head is about 1114 centimeters instead of the 
suboccipital bregmatic diameter which is about 
914 centimeters. Of course the head is not ex- 
tended enough so that there is 2 centimeters 
difference between the two, but it approaches 
that. Then the head has to rotate 135 degrees 
through the arch in order to be born. Those 
two factors are the two that seem to cause the 
most delay. 

With a high head, we have been in the habit 
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of rotating the head manually. If the head pre- 
gents right occiput posterior, the left hand of 
the operator is inserted into the birth canal, the 
occiput is grasped and the forceps are applied 
after the head is rotated to the right occiput 
anterior position, in other words, after it has 
been rotated about 90 degrees more or less. The 
posterior blade is applied first. In this case it 
would be the right blade. The anterior blade 
ig then applied and made to lock; the head is 
drawn into the pelvis as in anterior position, and 
there is only one application of the forceps. 

As Dr. Bill said, there is one objection to that, 
namely, that the head is likely to be displaced 
in so rotating it, and there may be a prolapse 
of the cord. That is the great objection to it. 

If the head is in the mid position, if it has 
descended to the interspinous line, the method 
of procedure is usually similar. The head is 
rotated manually to the right occiput anterior 
position and the forceps are applied to it as 
such.. 

With the low head, the head which is below 
the level of the interspinous line, we do just as 
Dr. Bill does, except that we do not do it exactly 
in the same level of the pelvis and do not do it 
exactly in the same way. We use the so-called 
Seanzoni’s maneuver, of which his maneuver, I 
take it, is a modification. With the right occiput 
posterior, the forceps are applied as to a left 
occiput anterior. The head is now on the pelvic 
floor; the place where the head rotates in the 
normal mechanism of labor is on the pelvic 
floor, and the head is drawn down against the 
pelvic floor. At that stage of the delivery the 
sealp can be seen through the vulva, and carry- 
ing the handles well on to the side to correct 
whatever deflection there may be, just as Dr. 
Bill does, a circular motion is imparted to the 
forceps handles and the head is rotated to the 
anterior position. We do not rotate the head as 
Dr. Bill does any place except on the pelvic floor 
because that is where rotation normally occurs, 
and that is, we think, a logical place for it to be 
carried out mechanically. After rotating the 
head to the right occiput anterior position, the 
forceps are removed and reapplied as to a right 
occiput anterior, being careful to apply the 
posterjor blade first for the same reason that Dr. 
Bill gave, namely, to prevent the head from re- 
turning to its original position. We also use 
traction rods on every ease, except where the 
head is practically born. We feel that it makes 
the del‘. ry much easier; we feel that the head 
is equally under control, and we also feel that 
by keeping the occiput as far away from the 
arch as possible there is much less danger of 
the occurrence of intracranial hemorrhage, 
which is very often the result of extending the 
head too soon. If you use traction rods it is 
practically impossible to extend the head too 
early in delivery. The intracranial hemorrhage 
very often occurs from the buckling of the head 





against the pubic arch and the rupture at the 
falx or the tentorium. 

No attempt at operative delivery is made in 
occiput posterior until the patient has had a 
reasonable trial at spontaneous delivery. The 
usual rule in the hospital is to let the patient 
go in the second stage for two hours, if she is 
making progress. If she ceases to make progress 
then operative measures are resorted to. 

There is another feature of the situation that 
I don’t think Dr. Bill spoke of and yet it occurs 
fairly frequently ; it probably oceurs more fre- 
quently in our eclinie because we wait a little 
longer before we operate, and that is rotation of 
the occiput directly posterior. In other words, 
the occiput attempts to take the short path of 45 
degrees, rotating into the hollow of the sacrum 
instead of taking the long path of 135 degrees to 
the arch. Most textbooks advise the delivery of 
such a head as it lies; in other words, face to 
pubis. We do not believe that any head should 
be delivered face to pubis if it ean possibly be 
avoided, so in such eases the head is rotated 
by Seanzoni’s maneuver through the whole arch 
of 180 degrees, or as far around to 180 as we 
ean turn it, and then it is delivered as in an- 
terior position. The great difficulty with that 
situation is that it is extremely desirable to turn 
the baby’s head in the right direction; in other 
words, the occiput should be turned in the di- 
rection in which the back originally lay. It is 
easy to conceive what will happen if it is turned 
in the other direction. If the occiput is directly 
posterior and the original position was right 
occiput posterior, then turning the head toward 
the left will twist the baby’s neck to a danger- 
ous extent. You must be sure of your original 
position and be sure on which side the back lies. 
The redeeming feature about it is that it turns 
very easily in the proper direction and turns 
with considerable difficulty in the wrong direc- 
tion. 


CHAIRMAN KeEtuoee: Before throwing the 
paper open to general discussion, I would like 
to call on one or two other men to continue. Dr. 
Ruggles. (No response.) Dr. Fred Good. (No 
response.) Dr. A. K. Paine. 


Dr. A. K. Patne, Boston: Mr. Chairman and 
Members of the Committee—I am very glad of 
an opportunity to express my appreciation of 
Dr. Bill’s paper. 

Some of the things he said especially appealed 
to me. I was glad to hear him strongly empha- 
size the importance of a correct diagnosis be- 
fore attempting forceps operations. I person- 
ally have never been able to achieve a great de- 
gree of confidence in the fontanels as a guide to 
positions, preferring rather to go up and get 
the posterior ear, then using the so-called one 
hand application. He also emphasizes the im- 
portance of waiting until the os is fully dilated 
before beginning the operation; an undilated os 
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is the rock on which a great many forceps opera- 
tions are shipwrecked. 

He spoke of relieving pain while this desir- 
able dilatation is being secured with the implica- 
tion that that result was more easily achieved 
with the use of analgesia. It may not be general 
experience but my impression is strong that the 
case which receives some sort of treatment de- 
signed to relieve pain during the first stage is 
the case most likely to end in a difficult opera- 
tive procedure. 

In regard to the occiput posterior position, 
both Dr. Bill and Dr. Irving speak of it as an 
obstetric entity, as a distinct cause of delay. I 
personally have been gradually acquiring the 
idea that the so-called posterior position is not 
in itself primarily the reason for delay, but is 
rather a symptom or an incident in that delay; 
that in a given case some other factor is usually 
of greater importance in the production of the 
delay, and that the slow anterior rotation, (for 
that is what it amounts to) is the result of the 
delay in descent and not its cause. In a fiat 
pelvis, for instance, the head, either left or right 
as the case may be, remains more or less in the 
tranverse diameter until it is well down on the 
pelvic fioor. The head, under these circum- 
stances, would seem to be accommodating itself 
to the most favorable diameters, and that no 
advantage would be secured by an early forcible 
anterior rotation. In such eases, in fact, I have 
always made it a practice in forceps deliveries to 
discourage early anterior rotation, to keep the 
head in the favorable transverse diameter, until 
I brought it well down on the pelvie floor. It 
always seemed to me that the head came down 
more easily in this way. 

It was interesting to hear of a modified Sean- 
zoni being proposed as a treatment for this de- 
laved rotation. It has been a good many years 
since I have used a double application. In lee- 
tures to the students I have usually deseribed 
the procedures, as a sort of classic, but then, in 
a spirit of levity perhaps, have described what 
to my mind was its greatest usefulness. Strug- 
gling with a difficult application, the obstetri- 
cian eventually is suecessful in getting the 
blades to lock. He begins traction with a sigh 
of relief which turns to one of dismay as the 
handles begin to rotate in the wrong direction. 
Quickly realizing what has happened, he extri- 
cates himself from an embarrassing situation by 
announcing that he is about to do a Seanzoni! 

I have never experienced any considerable dif- 
ficulty in manually rotating a posterior head to 
a transverse position and applying the blades in 
that position. It seems to me that a difficulty 
with the manual rotation may arise in a desire 
on the part of the operator to rotate the head to 
an anterior position before attempting applica- 
tion; a position in which the head is kept with 
considerable difficulty while the blades are being 
applied. If the anterior shoulder is rotated by 





abdominal pressure at the same time that the 
head is rotated by the vaginal hand, rotation is 
easier and the head remains in its. new position 
more readily. 


Dr. SamuEeL C. Gwynn, Worcester: This 
paper of Dr. Bill’s has been absolutely new to 
me. I think one thing that he said that should 
impress us all is with all this divergence of 
opinion—Williams and Hirst with their Sean. 
zoni; Potter with his version and DeLee with 
his key-in-the-lock—it is not the method, it 
seems to me, that gives results in these eases 
but it is the man behind the method. 


There are one or two complications that ] 
have met that have not yet been mentioned, and 
I would like to have Dr. Bill’s opinion on them. 
One is a high posterior head; early rupture of 
the membranes; little or no dilation; the baby’s 
head pounding on the pelvis; the fetal heart be- 
gins to waiver and you dilate manually or arti- 
ficially anyway. We all know that an artificially 
dilated cervix will tend to recontract, and in 
your operation the rigid cervix may cause a 
very formidable ‘obstacle to labor. In the hos- 
pital it is simple enough to incise the anterior 
and posterior lip and then suture it afterwards. 
In the home it is not so simple. I wonder if Dr. 
3ill hasn’t met that complication. 


One other thing in which I was particularly 
interested, and bearing out Dr. Paine’s remarks 
that perhaps the posterior head itself is not the 
primary condition we have to deal with, is 
whether some of these heads should not be de- 
livered posteriorly? Should they all be rotated? 
It seems to me that many of the persistent pos- 
terior occiputs have a shortening of the trans- 
verse diameter at the outlet, and assuming if 
you will a transverse diameter of 8 or 8%, is it 
not an effort of nature to drive that head 
through the ischium with a diameter of eight, 
rather than to rotate that head and drag a 9%4 
or 914 through the 8 centimeter diameter? 
Jellinghaus of New York Is rather insistent 
upon that, claiming that the posterior position 
itself is not the primary thing but rather the 
contraction which takes place at the outlet of 
the uterus. I saw one of my colleagues who 
had been wrestling with a short diameter until 
he was tired. I think it was 8 instead of 9. We 
delivered a multipara with not a bit of trouble 
but a very simple delivery, and I wonder if Dr. 
Bill won’t mention that in his closing. 


CLOSING DISCUSSION 


Dr. ArtHurR H. Brut: Those who have dis- 
cussed my paper have brought out a number of 
points which I am afraid would take a great deal 
of time to discuss. Some of them, however, I 
should like to take up. In the first place, that 
of manual rotation: I have never had any par- 
ticular quarrel with manual rotation of the head. 
I claim that that is a very scientific procedure in 
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that it corrects the abnormality of position. I 
think I can explain, however, my reason for.pre- 
ferring another method to this. In the first 
place, when the head is high, that is, in the brim 
or above the brim, if manual rotation is per- 
formed, it means an intrauterine manipulation ; 
it means that the head is displaced entirely 
above the pelvic brim, and then it means a high 
forceps delivery. I really believe that there is 
less intra-uterine manipulation and less of a pro- 
eedure in general if when the hand is in the 
uterus, the feet are grasped and a podalie ver- 
sion performed. I have come to believe that that 
is a safer procedure than the use of high forceps. 
I used to rotate these high heads with forceps 
and deliver them with high forceps, but I prac- 
tically never do that now, as I said in my paper; 
only in exceptional cases do I use high forceps 
because I think the other method is simpler. 
When the head is in the pelvie cavity, if the 
hand is inserted and the head is rotated, one 
must displace the head to a higher pelvie plane. 
I have always felt that it was better to leave the 
head just where it is and not displace it. I 
think that one can make the diagnosis of position 
and the forceps application without feeling the 
ear of the child; because if he checks up, as one 
does constantly during his delivery with forceps, 
the relationship between each blade and the 
lambdoid suture, he will always know whether 
the application is good or whether it has 
changed. For that reason I do not perform 
manual rotation and I think that I get a little 
better results by rotating with forceps. 

One thing that I did not mention in connec- 
tion with flexion, is that after the handles are 
depressed, in the first application of forceps, to 
get the blades in the long diameter of the head, 
and after locking are lifted upward, some fiex- 
ion of the head is obtained. 

When the head rotates to the hollow of the 
sacrum, we never deliver it posteriorly. We al- 
ways rotate it to an anterior position, as Dr. Irv- 
ing described. I do not believe that a head 
should ever be delivered face to the pubis. 

The last speaker brought out the question as 





to whether the posterior position is sometimes a 
normal condition and whether it in reality fur- © 
nished the real obstacle to descent. I think that 
can be well illustrated by many cases. In the 
first place, take the same individual at different 
labors, the same pelvic measurements, and the 
same measurements of the foetal head. She may 
have one labor in which the head is in a normal 
anterior position with a very quick descent of 
the head and a very easy and quick birth. She 
may come to labor a second time with the head 
in the posterior position, and it will remain high 
in the pelvis even at the pelvic brim, under most 
forcible pains and if one attempts to drag the 
head down with forceps in that position he may 
fail. I think a ease of that kind illustrates very 
nicely that the position may be the entire fault. 
I can’t quite see why a contracted outlet would 
be nature’s reason for starting the head in a 
posterior position when it was at the pelvic inlet. 

Dr. Paine asked what method of analgesia we 
used and whether analgesia affects operative in- 
terference. I believe that analgesia helps in this 
way: it enables us to carry patients along until 
dilatation is complete. 

The methods which we use are: In primiparae, 
morphine and scopolamin routinely. If it is a 
case of exceptionally prolonged labor, we sup- 
plement morphine and scopolamin in some cases 
with rectal ether analgesia. At the end of the 
first stage and through the second stage we use 
inhalation anesthesia; that is, we terminate the 
labor by an anesthetic, either ether or nitrous 
oxide as a rule, therefore every part of the labor 
is covered by some form of analgesia, from the 
time when the patient’s pains begin to hurt her. 
In starting analgesia we are not governed by 
dilatation but merely by the patient’s suffering. 

I want to thank you all and especially to 
thank those who have discussed my paper for 
their very courteous reception of it. 


CHAIRMAN Kentuoce: The next paper of the 
afternoon is ‘‘The Benign Lesions of the Uter- 
ine Cervix and Their Treatment,’’ by Dr. Louis 
EK. Phaneuf, Professor of Gynecology, Tufts 
College Medical School. Dr. Phaneuf! 
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THE BENIGN LESIONS OF THE UTERINE CERVIX AND 
THEIR TREATMENT 


BY LOUIS E. PHANEUF, M.D., F.A.C.S.* 


ECAUSE of their far reaching effects, be- 
nign lesions of the cervix have received 
more consideration in the last few years. Since 
the early days of gynecology cervices were 
treated largely because of the associated symp- 
tom leucorrhea; all forms of treatment were di- 
rected to eradicate this persistent and troubic- 


*For record and address of author see “This Week’s Issue,” 
page 1278, 





some condition, and but little attention was paid 
to the underlying cause of the symptom. 
Billings and Rosenow were pioneers in calling 
attention to the dangers of chronic foci of infec- 
tion as causative factors in arthritis. It was 
demonstrated in the latter’s laboratory at the 
Mayo Clinic, by Laura Moench, that micro-or- 
ganisms cultured from the glandular structures 
of the cervical mucosa of patients having arthri- 
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tis could cause joint lesions in inoculated rab- 
bits. It was further shown that these bacteria 
were identical with the anaerobic streptococci 
usually found in other infective foci in women 
under treatment for arthritis. 

The cervix has also received careful consid- 
eration in connection with the so-called precan- 
cerous lesions. Recent papers by Palmer Find- 
ley and Lillian K. P. Farrar have brought these 
lesions forcibly to our attention. It is a recog- 
nized fact that the healthy cervix is seldom the 
seat of a carcinomatous lesion, and in many in- 
stances a biopsy or histological examination may 
be necessary to differentiate between endo- 
eervicitis and early carcinoma. 

The three most common benign lesions of the 
uterine cervix are endocervicitis, lacerations and 
polypi. 


ENDOCERVICITIS 


Acute endocervicitis occurs during the course 
of gonorrheal, postpartal or postabortal infec- 
tions. In the acute stage the cervical condition 
is masked by the more severe symptoms asso- 
ciated with the contiguous organs involved in 
the process. The infection in the cervix usually 
persists when that of the other organs has sub- 
sided, and at this time our attention is forcibly 
drawn to the lesion. 


The work of Sturmdorf, Curtis, Matthews and 
Davis has demonstrated that chronic endocervi- 
citis is an infection of the cervical mucosa and 
eventually of the deeper structures of the cer- 
vix producing a cervicitis and extending to the 
parametria, tubes, ovaries and pelvic peritoneum 
in certain cases. 


According to Matthews the organisms most 
commonly found are the gonococcus, staphylo- 
coccus, streptococcus and colon bacillus; the 
gonococcus and staphylococcus being by far the 
most prevalent. Cervical trauma, resulting 
from the lacerations of childbirth, dilatation 
and curettage and the wearing of a stem pessary, 
are all contributing factors in opening up ave- 
nues of infection. Cervical erosions accompany 
chronic endocervicitis. The mechanism in the 
development of an erosion is the following: In 
chronic infections the cervical mucosa is everted 
while the mucosa of the portio vaginalis, in the 
region of the external os, shows a circumscribed 
area of glandular proliferation. The cervical 
cylindrical epithelium under the stimulus of in- 
fection extrudes itself on the outer portion of 
the cervical rim, replacing the normal stratified 
epithelium found here, thus forming the erosion 
or red area in this region. This erosion, there- 
fore, in the true sense of the word, is not an 
ulceration as it was formerly thought to be. 
Because of this tendeney toward the formation 
of new glandular tissue, the erosion may be 
looked upon as a precancerous lesion. At some 
time during the process the glands become oc- 








cluded forming retention cysts filled with mucus 
and resulting in what we commonly know ag 
Nabothian cysts. These may be few in number 
or may be very numerous. Clinically the ero. 
sion presents a soft velvety surface to the touch 
beneath this the tissues have the feeling of being 
tough, dense and leathery. Through a speculum 
there appears to be a red area varying in ex. 
tent. Bleeding may be elicited on rubbing the 
surface with gauze or cotton, but this does not 
resemble the free bleeding obtained by light 
touch which we find in eancer of the cervix, 

A thick mucoid discharge, very tenacious in 
character, fills the cervical canal and is very 
difficult to remove. It is increased just before 
and just after menstruation. Reynolds has 
shown how difficult it was for a healthy sperma- 
tozoon to make its way through this thick tena- 
cious mucus, explaining why endocervicitis is 
such an important cause of sterility in women. 

Lumbo sacral backache practically always ae- 
companies chronic endocervicitis because of the 
extention of the infection to the sacro-uterine 
ligaments, giving rise to a posterior parametritis, 
This is a cause of backache frequently over- 
looked and one that is readily relieved by ap- 
plying the proper form of treatment to the cer- 
vix. Menorrhagia and metrorrhagia not infre- 
quently accompany this lesion and their occur- 
rence is explained by Matthews on the grounds 
of circulatory stasis and intermuscular lymphan- 
gitis which impair the contractile power of the 
uterine muscle. The increased bleeding may 
also be explained by a secondary ovarian in- 
volvement. Constipation is usually present and 
systemic symptoms will occur and vary in inten- 
sity with the extent of the disease. 

The treatment of endocervicitis dates back to 
1862 when T. A. Emmet began his studies on 
cervical erosions. Since then numerous meth- 
ods, more or less satisfactory, have been advo- 
cated. 


LOCAL APPLICATIONS 


The milder types of infection have been con- 
trolled by painting the endocervix and _ portio 
with a cotton wound applicator saturated with 
such solutions as tincture of iodine, 4 per cent. 
mercurochrome, saturated solution of picrie acid 
in aleohol, 25 per cent. argyrol, 10 per cent. 
protargol and 5 per cent. silver nitrate. The 
excess of solution is removed by sponging with a 
cotton ball, and a boroglyceride or ichthvol- 
elycerin tampon is introduced directly against 
the cervix. These treatments are left in for 
twenty-four hours and are followed by astrin- 
gent douches, a satisfactory one. being obtained 
by dissolving four teaspoonfuls of the antisepti¢ 
powder of the National Formulary in two quarts 
of warm water. The local application is used 
twice a week. If a decided improvement is not 
obtained in two months it is usually useless to 
continue the process. 
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CAUTERIZATION 


Dickinson deserves great credit for bringing 
to the attention of the profession the possibility 
of using the nasal type cautery tip in treating 
the cervix. This method has given good results 
where the one outlined above has failed. While 
this procedure is commonly carried out in the 
office, I have preferred to do my cases in the 
hospital under some form of anesthesia. I have 
employed local infiltration anesthesia when the 
cervix could be readily exposed, and gas-oxygen 
when the opposite was true because of a narrow 
vaginal outlet. For local anesthesia the patient 
is given morphine sulphate in the dose of one- 
sixth of a grain, and scopolamine hydro-bromide, 
one-hundredth of a grain, fifteen minutes before 
she is taken to the operating room. After the 
usual preparation of the vagina the cervix is 
brought down with a tenaculum, five cubie cen- 
timeters of one half per cent. novocaine solu- 
tion is injected at the base of each broad liga- 
ment, to block the sympathetic ganglion of 
Frankenhaeuser, and the same amount in front 
and behind the cervix. After waiting five min- 
utes the cervix is insensitive. The cervix is then 
dilated with graduated sounds. With the nasal 
cautery tip four lines are made in the endo- 
cervix, one anteriorly, one posteriorly and one 
on each side; these extend from the internal os 
to the external os; finally radiating lines repre- 
senting the spokes of a wheel are made from the 
external os to the periphery of the eroded area, 
and all the Nabothian ovules are punctured. It 
is not necessary to hospitalize the patient for 
more than one day. Daily astringent douches 
are prescribed. At the end of about six weeks 
the erosion is healed and the cervix presents a 
healthy appearance. 


RADIUM 


The treatment of endocervicitis with radium 
has shown good results in the hands of Curtis. 
The technique is the following :—The cervix is 
gently dilated with graduated sounds avoiding 
trauma. Fifty milligrams of radium, properly 
screened, is introduced in the cervix and held in 
position by means of a Michel clip or catgut 
suture at the external os. The radium is left 
in for seven hours, giving a dosage of three 
hundred and fifty milligram hours. This treat- 
ment never interferes with normal menstruation 
in the younger women with regular periods. 
Curtis emphasizes the fact that women over 
thirty-five years of age must be treated with 
greater caution. My own experience with this 
form of treatment is too limited to permit me to 
draw conclusions. I may state, however, that 
it has been satisfactory in the few cases in which 
I have employed it. 


TRACHELOPLASTY 


In the severe forms of endocervicitis the best 
results are obtained by the operation of trachelo- 





plasty of Sturmdorf. Here the area of erosion, 
together with the infected endocervix, are re- 
moved by coning out the cervix to the internal 
os, care being taken that only the cervical mu- 
cosa is removed and that the cervical muscle is 
left as near intact as possible, an important fac- 
tor in women operated upon during the child- 
bearing age. With specially devised sutures the 
mucosa of the portio is turned into the raw area 
made by removing the cone, thus producing a 
healthy cervical lining. This operation has giv- 
en remarkable results when the simpler methods 
have failed and experience has proven that it 
does not interfere with the normal dilatation of 
the cervix during childbirth. 


LACERATIONS OF THE CERVIX 


By far the large majority of the lacerations 
of the cervix result from the trauma incident 
to childbirth, but a small number follow from 
improperly applied force in the dilatation which 
precedes curettage of the uterus in gynecological 
practice. The tears following a normal delivery 
are slight, usually heal spontaneously and re- 
quire no further consideration. The same can- 
not be said, however, for lacerations caused by 
manual dilatation of the cervix, a better term 
for which is ‘‘manual laceration of the cervix,’’ 
since following this procedure the organ is left 
torn in many directions. 

The tears of the cervix may be unilateral, bi- 
lateral or stellate, the unilateral ones occurring 
more frequently on the left side because of the 
preponderance of left occipito-positions. Por- 
tions of either lip have been known to be torn 
completely away and to hang in the vagina by a 
pedicle as a polypoid mass. Again, tears of the 
cervix may extend into the bladder with result- 
ing urinary fistulae, and the base of the broad 
ligament on either side may also become in- 
volved. 

Tweedy divides the complications of lacera- 
tions of the cervix as follows: 1. Immediate ef- 
fects, such as traumatic post partum hemor- 
rhage; general acute sepsis from infection of 
torn surfaces; and parametritis, perimetritis, 
acute and chronic endometritis with salpingitis 
by extension. 2. Remote effects, as chronic 
metritis with enlargement of the uterus; sub- 
involution of the uterus and its ligaments with 
retrodisplacement; endocervicitis with erosions; 
descent and prolapse of the uterus; ulceration 
of the cervix and lastly cancer of the cervix. 

The common symptoms ascribed to the lesion 
are leucorrhea, sense of weight in the loins, back- 
ache, headache, constipation, pain in the iliac 
fossae, dyspareunia, sterility, miscarriage and 
nervous and digestive disturbances. These 
symptoms obviously vary with the extent of the 
tear and its resulting complications. 

While cancer of the cervix does not come with- 
in the scope of this paper we should not lose 
sight of the fact that this dreaded disease is 
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overwhelmingly prevalent in women who have 
borne children and consequently have been the 
victims of the trauma of labor. 

A far reaching article entitled ‘‘ Relationship 
of imperfect drainage to genital cancer in the 
female’’ published by Graves in the Journal of 
Obstetrics and Gynaecology of the British Em- 
pire, July 1927, and in the American Journal of 
Surgery, November 1927, brings to our attention 
the fact that imperfect drainage of the genital 
tract may be etiologically responsible for cancer 
of the uterus. This lack of drainage, in so far as 
it applies to the cervix, may result from neg- 
lected tears with resulting scar tissue or from 
impreperly carried out operative procedures 
with consequent atresia. 


TREATMENT OF LACERATIONS OF THE CERVIX 


The slight tears of the cervix, as previously 
stated, heal spontaneously and require no fur- 
ther treatment. The simpler lacerations may be 
healed with the cautery and diathermy. All ex- 
tensive lacerations need surgical repair. Spo- 
radi¢ artic.es appear in the literature advocating 
the repair of the torn cervix immediately 
after labor. One author goes so far as 
to advocate the excision of scar tissue and the 
suture of an old laceration of the cervix 
immediately after delivery. There are two se- 
rious objections to repairing a cervix at that 
time, the first, that it may interfere with the 
proper drainage of the lochia as a result of 
which puerperal infection may ensue, and the 
second, that bruised edematous tissue does not 
generally heal well when sutured. The old 
teaching that the cervix should be sutured after 
labor only when there is hemorrhage because of 
the tearing of the circular artery is not far from 
correct. The gynecological principle that lacera- 
tions of the cervix should not be repaired until 
the edema has completely disappeared and until 
the normal involution of the uterus has taken 
place still holds true today as it did many years 
ago. 

Over half a century ago, Emmet presented 
to the profession his operation of trachelor- 
rhaphy for the repair of lacerations of the cer- 
vix. So perfect was his technique that it has 
not been improved upon since his original de- 
seription of the method. The performance of 
this is simple, the results are satisfactory and 
it still stands out as the operation of choice in 
women during the childbearing age since its 
performance does not complicate a future labor. 

The operation of tracheloplasty, as advocated 
by Sturmdorf, is to be recommended for lacera- 
tions associated with severe endocervicitis as 
this procedure, when properly carried out, also 
allows the woman in the reproductive age to 
deliver herself spontaneously. 

Amputation of the cervix, of which there are 
many modifications, is the method of selection in 
women who have had the menopause as it re- 








moves the diseased organ entirely. It shoulg 
not be used in young women except under ex. 
ceptional conditions as it may prove to be a cause 
of sterility on the one hand and a cesarean gee. 
tion may become necessary because of lack of 
dilatation on the other, should pregnaney occur. 


CERVICAL POLYPI 


Cervical polypi may vary greatly in size and 
may be single or multiple. They are usually 
preceded by an endocervicitis. They spring 
from the mucosa, are bright red in appearance 
and covered with epithelium. The stroma of 
their pedicles is edematous and very vascular, 
They are accompanied by uterine bleeding which 
may be inereased at the time of the period or 
which may oceur during the intermenstrual 
phase. Occasionally these benign polyps may 
become malignant. While Findley admits this, 
he is of the opinion that many errors in diag- 
nosis made by the pathologist are due to multi- 
plication and stratification of the epithelium. 
Within the last six months I have had the ocea- 
sion to treat an advanced carcinoma of the cer- 
vix which owed its existence to a benign polyp 
of many years standing. 

The treatment of benign polypi consists of 
their removal; this may be simple when they are 
single and more complicated when they are nu- 
merous. In some eases it may be necessary to 
amputate the cervix above the polyp bearing 
area. Small doses of radium, after curetting 
the bases of the polypi, will take care of a 
definite group of cases. 

In summing up, the three most common be- 
nign lesions of the cervix, namely endocervicitis, 
lacerations and polypi, should receive adequate 
study and treatment to relieve the woman of the 
distressing symptoms which accompany them 
and also because proper attention to these le- 
sions has been proven to result in a lower inci- 
denee of cancer of the organ. 


CuaAirMAN Keuuoee: The discussion of Dr. 
Phaneuf’s paper will be opened by Dr. Frank 
A. Pemberton, Assistant Visiting Physician, 
Free Hospital for Women. Dr. Pemberton! 


Discussion 


Dr. Frank A. PempBerton: Mr. Chairman, 
Ladies and Gentlemen—I agree with what Dr. 
Phaneuf has said in his very good presentation 
of the subject. It is not generally realized that 
we get some of our best symptomatic results 
from treatment of the cervix to relieve leukor- 
rhoea. I wish to speak especially of the preven- 
tion of cancer of the cervix. It is important to 
do biopsy examinations on ecervices which are 
inflamed and to examine all tissues removed at 
operations on the cervix because of 675 eases of 
eancer of the cervix treated at the Free Hos- 
pital for Women 16 (2.3 per cent.) were diag- 
nosed only by means of the microscope. Our 
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belief is that tissue removed at operation is not 
generally examined microscopically. The diag- 
nosis of early cancer is very important. Fur- 
ther, the tissue should be examined by an ex- 
pert pathologist because the microscopic diag- 
nosis of early cancer in the cervix is very diffi- 
eult as it is easily confused with inflammatory 
and repair processes. 


We have some figures which suggest that 
treatment of cervicitis prevents cancer. Ninety 
per cent. of these 675 cases of cancer of the 
cervix gave a history of pregnancy but only 12 
had had a repair of the cervix previous to the 
development of cancer. Five of these 12 were 
repaired at the Free Hospital for Women. 


All the cervical specimens taken at operation 
for the years 1915, 1916 and 1922 were re-exam- 
ined and 40 were chosen as being suspicious. 
Follow-ups were obtained on these patients, and 
none was found to have developed carcinoma. 
Except in a very rare case a definite diagnosis 
of carcinoma may be made at the time the speci- 
men is seen, and unless the diagnosis of cancer 
is perfectly evident the chances are that the pa- 
tient will not develop cancer later, even though 
the specimen showed a so-called precancerous 
picture, if the cervix is treated. 


3814 repairs of the cervix, 740 amputations 
and 1408 cauterizations (5962) have been done 
at the Free Hospital for Women and only 5 are 
known to have developed cancer. We do not 
know what proportion of damaged cervices 
develop cancer and cannot prove scientifically 
that treatment prevents it but we feel that these 
figures are very suggestive that it does. The 
statistics were collected by Dr. G. V. Smith. 


Dr. WiuutAM E. DENNING, Worcester: Mr. 
Chairman, Ladies and Gentlemen—In regard to 
endocervicitis and the use of the cautery, I have 
had some experience with it and have seen some 
cases that have been treated that way. I have 
one at the present time that had a supravaginal 
hysterectomy done in another city, for leukor- 
rhoea, G. C. type. Following that, this same 
man cauterized, and he did a good job, because 
I saw it shortly afterwards, but she still has the 
discharge, so I don’t believe that you always 
get results from eauterizing in G. C. infection 
of the cervix. 


In regard to radium, I think it is a thing that 
we as lay doctors must be careful of; I think it 
is a thing that is coming, but it must be used 
with care. I have at the present time one young 
lady who had an endocervicitis, who was treated 
in a large city outside of this state with all the 
ordinary treatments with no results, so the doc- 
tor decided to use radium. He got beautiful 
results in regard to the endocervicitis and the 
leukorrhoea. At the same time the girl went 
into a menopause and I have been treating her 





for three years for the symptoms, so I think it 
is a thing to be a little careful of. 

Now in regard to the operations on the cervix, 
Dr. Phaneuf thinks in the child-bearing period 
that either an Emmet or a Sturmdorf opera- 
tion should be done. He does not believe in am- 
putation or partial amputations. I think there 
are a certain number of cases where you cannot 
do the Sturmdorf. There are some of those 
wide, bilateral or stellate lacerations where you 
cannot do a Sturmdorf. A Sturmdorf looks 
very easy but it is not as easy as it looks, and in 
doing a Sturmdorf, there are two things that 
you want to be careful of. You want room, for 
the simple reason that getting the needle up in 
near the internal os is not an easy thing, and 
you want room at the outlet, so the uterus can 
be pulled down. I don’t see any reason why in 
some of those cases we cannot do one of partial 
operations on the cervix. I see no reason at all 
in doing the Schréder, either single or double 
flap, where you only take part of that cervix off, 
but you do take off the area that is involved. 
There is no reason at all why those women at 
the age of thirty-five have to suffer with a con- 
dition of that nature and go through the pre- 
cancerous stage. That operation can be done 
with no danger, or at least very little danger, I 
believe, at the time of delivery. I haven’t had 
time to look up the number of eases I have 
done. I have delivered three women normally 
who have had the single-flap operation done with 
no bad results at all, so I think there are cases 
where we can do a partial amputation of the 
cervix even at the age of thirty-five or during 
the child-bearing period without taking any 
chances. 

I don’t believe it is a good thing to do a com- 
plete amputation of the cervix. I do not believe 
in it, but I think there are those cases where 
you can do a partial amputation. 


CLOSING DISCUSSION 


Dr. Louis E. PHaneur: I want to thank the 
gentlemen who were kind enough to discuss my 
paper. I am especially grateful for Dr. Pem- 
berton’s figures in showing what results may be 
obtained by the proper treatment of the cervix 
in keeping down the incidence of cancer. The 
fact that an experienced pathologist is necessary, 
is also to be emphasized. 

In connection with Dr. Denning’s remarks, 
as far as the cautery is concerned in the curing 
of gonorrhoea and endocervicitis, I quite agree 
that the procedure is not a 100 per cent. proce- 
dure; that there are cases where the endocervici- 
tis will persist after the treatment, but that is 
not the rule. Again, in the case cited, where a 
supravaginal hysterectomy had been done for 
pelvie inflammation, leaving an infected cervix 
behind, I feel that the method used in the origi- 
nal treatment was probably not the best. While 
I was house surgeon at the Free Hospital for 
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Women, a number of years ago, it was the prac- 
tice there to remove the infected endocervix with 
the uterus by coning out the cervix. In other 
words, it was the opposite of a Sturmdorf opera- 
tion. I have done a great many of these cases 
since and have found that the discharge was 
relieved by taking care of the endocervix at the 
time of the hysterectomy. 

I am very glad Dr. Denning has emphasized 
the danger of radium under ordinary conditions. 
I will agree that radium is a very dangerous 
thing, a double-edge knife, in the hands of those 
who are not experienced with it. Just as an in- 
experienced man may do a lot of damage with 
the plain surgical knife, he ean probably do 
still more damage with the radium, but that is 
nothing against the method. We are speaking 
of the use of radium in the hands of those who 
are competent to use it and who will give the 
proper dosage. I have mentioned a dose of 350 


_milligram-hours. When a woman has had the 


menopause following radium, it means that she 
has had the full dosage, with the destruction of 
the function of the ovaries and the endometrium, 
and here again there can be no comparison. 
That dose is absolutely contra-indicated in the 
type of lesion that I have brought up for dis- 
cussion. 

I have mentioned that amputation of the cer- 
vix should not be done during the child-bearing 
age. I agree that different men have different 
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experiences with different cases. -I recall] that 
within two years, in a period of six months | 
have done six cesarean sections on women who 
had had previous high amputations of the eer. 
vix. One of them was in labor thirty-six hours 
There was a little dimple of sear tissue at the 
vaginal vault which could not dilate. My rea- 
son for being against the total amputation of 
the cervix during the child-bearing age is he. 
cause I do not feel that it is fair to subject a 
woman to cesarean section after she has had 
three or four or more babies the normal way 
by a gynecological operation done to repair her 
cervix. 

In regard to the partial amputation of the 
cervix, I quite agree that it does not interfere 
with future childbirth, but the difficulty I have 
with that method is that it does not reach high 
enough to cure the endocervicitis and that after 
performing the Schréder operation I have found 
myself in the presence of a continuous leukor- 
rhoea which existed as well before the opera- 
tion. . 


I thank you. 


CHAIRMAN Kewtuoca: The next paper is 
‘‘The Premature Separation of the Normally 
Implanted Placenta,’’ by Dr. Joseph W. O’Con- 
nor, Visiting Obstetrician, Memorial Hospital, 
Worcester. 
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PREMATURE SEPARATION OF THE NORMALLY IMPLANTED 
PLACENTA 


BY JOSEPH W. 0’CONNOR, M.D.* 


REMATURE separation of the normally im- 
planted placenta is the descriptive title giv- 
en to any detachment of the high implanted pla- 
centa occurring before the termination of the 
second stage of labor. Briefer nomenclatures for 
this phenomenon have been advocated by Holmes 
who prefers ‘‘ Ablatio Placentae’’ and by DeLee 
who prefers ‘‘ Abruptio Placentae’’ while for the 
severe type involving damage to the uterine 
muscle the name ‘‘Haemorrhagie infarction of 
the uterus’’ is used by Kolisko and ‘‘ Utero-pla- 
ecental Apoplexy’’ by Couvelaire. Among the 
British writers the term ‘‘ Accidental haemor- 
rhage’’ is frequently used to indicate this con- 
dition. ; 

To prevent possible misunderstanding it may 
be well to state at the outset that by ‘‘normal 
implantation’’ of the placenta is meant implanta- 
tion above the zone of dilatation of the uterus. 
Implantations below that zone belong in the 
category of Placenta Praevia and are beyond 
the scope of this discussion. 


*For record and address of author see “This Week’s Issue,”’’ 
page 1278. 





A historical review of the subject reveals that 
this condition was known to ancient writers as 
remotely as the Hippocratic Era. Their belief 
that the placenta was invariably implanted at 
the fundus was disproved by Portal in 1664 who 
in that year demonstrated that it could be at- 
tached to the cervix thereby establishing the 
basis of the modern classification of normal im- 
plantation and praevia. It remained however 
for Rigby in 1775 to clearly distinguish the 
difference between haemorrhage caused by pre- 
mature separation of the normally implanted 
placenta, which he styled ‘‘aecidental haemor- 
rhage’’ and that caused by placenta praevia 
which he described as ‘‘inevitable haemorrhage”’ 
since there can be no stretching of the dilating 
zone of the uterus without bleeding from the 
placental site. For more than a century after 
Rigby’s work no important contribution was 
made to the literature of the subject until the 
work by Holmes on ‘‘Ablatio Placentae’’ ap- 
peared in 1901. Since then there have been 
many valuable studies furnished, notably the 
magnificent work of Couvelaire in 1911 and that 
of Essen-Moller in 1913 and the recent excellent 
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monograph of Phaneuf on ‘‘Utero-placental| demonstration of uterine new growths, particu- 


Apoplexy”’ and Kellogg ’s painstaking study on 
‘Premature Separation of the Placenta with 
Special Reference to the Kidney’’ published this 
year. Numerous case reports and theories as to 
causation and treatment have appeared in the 
last decade until a fairly voluminous literature 
on the subject is now available. 

From the mass of varied statistics bearing 
upon its occurrence one may only hazard a guess 
as to its incidence. Reports vary from none in 
a series of ten thousand eases at the New York 
Lying In Hospital to a ratio of one to ninety- 
two in a series of six thousand four hundred and 
fifty-three cases at the Rotunda Hospital at 
Dublin. Dele states in the 1928 edition of his 
Text Book of Obstetrics that complete separa- 
tion of the highly situated placenta is rare, 
‘‘probably much less often than once in five hun- 
dred eases.’’ The writer of this paper has seen 
thirty-seven cases of all types, eleven of which 
were indisputably complete separations. The 
incidence is even probably much higher than 
statistics indicate due to missed diagnosis and 
careless inspection of the delivered placenta. 

It is not the purpose of this study to enter 
into an extended discussion of the causative fac- 
tors in permature separation of the placenta. 
The time allotted to this paper would scarcely 
permit consideration of this phase of the sub- 
ject alone. It must suffice to mention in passing 
the more important etiologic factors in order 
that we may the better understand the clinical 
problems involved. 

The causes may, in general, be divided into 
three major groups: (1) first, the toxaemic- 
chroni¢ nephritie groups; (2) second, the uterus- 
ovum disease group and (3) third, the trauma 
group. This classification of DeLee seems to 
the writer a simple and logical grouping as it 
probably embraces all except the very rare 
etiological factors. The first group is by far the 
most important not only because it is the most 
numerous but because it is difficult to rule out a 
toxaemie overlap in the other two groups. The 
association of nephritis with premature separa- 
tion of the placenta was first pointed out by 
Chantrenil in 1881 and his observations have 
been confirmed by Winter, Essen-Moller, Hof- 
mier, Bar, Williams, DeLee, Kellogg and others. 
The high incidence of toxaemia of the pre- 
eclamptic type in reported series of cases seems 
convineing evidence of its direct causal relation- 
ship to premature separation of the placenta. 
Portes at Couvelaire’s clinie found toxaemia in 
91.3% of the cases. Symptoms of toxaemia of 
pregnancy were present in thirty-three of the 
writer’s thirty-seven cases. 

The second group presents obvious difficulties 
of study and recognition. Cases must for the 
most part be assigned to this group arbitrarily 
for want of opportunity for accurate investiga- 
tion. A known history of endometrial disease ; 





larly fibroids ; embryologie study of the products 
of conception; histologic examination of the ex- 
tirpated uterus; or positive evidence of syphilis 
will determine the placing of eases in this group. 
The third group of cases, those attributed to 
trauma, will be necessarily small. Indeed, one 
wonders if the traumatism in most cases is at 
most only a precipitating rather than a causa- 
tive factor. Among the traumatic elements di- 
rect injury to the uterus, violent coughing, se- 
vere jars, active purgation, sudden great loss of 
amniotic fluid; the insertion of dilating bags, 
version, forceps manipulation and other obstet- 
rical maneuvers; or a relatively short cord may 
cause premature separation of the placenta. 
The role infection plays is as yet vaguely under- 
stood but it is undoubtedly an important one es- 
pecially in the toxaemie group. 

From a pathological standpoint the most 
striking characteristic of premature separation 
of the placenta is haemorrhage. Except in eases 
where the major separation is sufficiently pre- 
ceded by foetal death to permit closure of the 
uterine sinuses by thrombosis it is progressive 
and voluminous. At first it is almost invariably 
concealed haemorrhage but as the basal decidua 
is dissected off the uterine wall some blood or 
bloody serum will ultimately find its way into 
the vagina as external haemorrhage. The early 
haemorrhage may be entirely retro-placental, 
the accumulated mass of blood pressing the ovum 
in and the uterine wall out. Once it escapes 
from behind the placenta it may separate the 
amniotic sae for a considerable distance or even 
cause rupture of the membranes thus permitting 
its exit by way of the vagina unless a firm clot 
or the foetal head obstructs the cervical canal. 
In three of the writer’s cases no external hae- 
morrhage was observed until dilatation of the 
OS was practically complete. In the milder type 
of case the haemorrhage is generally external 
while in the more severe type concealed haemor- 
rhage predominates. The delivered placenta 
usually displays irregularity of thickness and 
density. Frequently numerous fine gritty de- 
posits, probably calcium salts, are found on the 
maternal surface. The writer has encountered 
them most often in toxaemie cases. Occasionally 
old, partially organized blood clots are found 
adherent to the uterine surface of the placenta. 
Rarely one or more entire lobes with obliterated 
vessels have been observed. Where the separa- 
tion has been rapid the placenta looks com- 
pressed and the maternal surface has a glazed 
appearance probably the result of the constant 
pressure of tonic uterine contraction. 

In the most serious type of case to which 
Couvelaire has given the name ‘‘ Utero-placental 
Apoplexy’’ the uterus presents a most striking 
appearance. The color at the surface resembles 
that of a purple plum with numerous petechiae 
beneath the peritoneum while the muscle on 
section is brownish and extensively infiltrated 
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with blood. In one of the writer’s cases the 
uterine wall at the placental site was little more 
than peritoneum covering thinly-spread muscle 
fibres. The uterine cavity in this type of case 
invariably contains numerous large firm clots 
and considerable dark fluid blood and the 
placenta is found entirely detached from its site. 
If the membranes are unruptured the contents 
of the uterus are under considerable pressure, 
a fact that may account for the marked dissocia- 
tion of the uterine muscle fibres. 


The symptoms of premature separation of the 
placenta may be divided into two groups, pre- 
monitory and fulminating. In the first group 
slight repeated haemorrhage particularly in 
toxaemic patients should be regarded as distinct 
warnings of probable ultimate separation of the 
placenta. Unexplained localized pain and 
tenderness especially if followed by a period of 
marked inactivity of a previously mobile foetus 
strongly suggest the possibility of a partial 
separation. 

In the second group there is but secant warn- 
ing. In the severe cases the procession of 
symptoms moves with kaleidoscopic speed, one 
treading upon the heels of the other until the 
entire mosaic of the symptom-complex has been 
eompleted with such amazing rapidity that the 
observer is appalled by the terrible swiftness 
with which tragedy has overtaken its victim. 

In general the severity of the symptoms is 
directly proportionate to the degree of haemor- 
rhage and the subsequent shock. It is apt to be 
sharp and agonizing at the onset and generally 
localized at the placental site. Later it becomes 
dull, intense and sickening with frequent colicky 
exacerbations. Faintness, giddiness, nausea and 
vomiting rapidly follow. Occasionally there is 
a persistent but futile desire to urinate and def- 
ecate. In a short time the symptoms of acute 
anaemia and vaso-motor shock appear. The 
patient tosses about and becomes apprehensive 
and dyspnoeic. She complains of insatiable 
thirst, blurring of vision, precordial distress and 
air hunger and is seized with great fear. Often 
there is a history of brief tumultuous foetal 
motion suddenly ended—the death throes of the 
child. As the haemorrhage progresses and 
absorption of toxins oceurs the patient’s condi- 
tion becomes more and more critical. Restless- 
ness, loss of consciousness, delirium, twitching, 
involuntary evacuation and coma supervene. 
The physical signs are those of profound shock. 
The skin is bathed in a cold sweat and displavs 
a pallor that has been aptly described as ‘‘sub- 
icteric cyanosis.’’ The eyes are glassy and 
sunken and the mucosa white and bloodless. The 
pulse rate, probably rapid during the stage of 
haemorrhage often sinks to a low level in the 
stage of shock. Of itself it is usually an unsafe 
guide to the patient’s condition by the time the 
attendant reaches her and may lead one into 
dangerous delay particularly in cases where the 
other signs have not yet reached the dramatic 








stage. The blood pressure is a much more re. 
liable index of the seriousness of the condition 
as it is usually alarmingly low. Palpation of 
the uterus will generally furnish the most valy- 
able diagnostic evidence of separation of the 
placenta. It is invariably tense, resilient and 
exquisitely tender. Direct palpation of the 
foetus is virtually impossible. In some cases a 
bulging at one horn due to the haemorrhage 
behind the placenta is readily observed. In the 
more severe cases a woody or board-like eon- 
sistency of the uterus, well described by the term 
‘‘ligneous’’ is present. Foetal heart sounds and 
foetal motion are seldom observed because the 
foetus is generally dead. Visible bleeding may 
be limited to a discharge of dark syrupy blood 
and small clots, or a rusty serous discharge from 
the vagina. Examination by rectum or vagina 
usually reveals the cervical portion of the uterus 
to be under tense unremitting pressure even 
though no presenting part can be felt. When 
the duration of the pregnancy is accurately 
known the observer is often surprised to find 
the uterus much larger than consistent with the 
probable duration of gestation. Indeed, oe- 
casionally progressive increase in size due to 
the haemorrhage may be noted. 


The diagnosis especially in the milder type of 
case is not always easy of accomplishment. But 
obstetricians will generally agree that after one 
has observed to its completion a case of the seri- 
ous type, the memory of the terrible drama en- 
acted before his eyes is not likely to be speedily 
erased however fortunate the ending. The com- 
plete clinical picture in this type of case is so 
distinetive as to render confusion with other 
conditions unlikely. Where the cardinal signs 
and symptoms, especially those referable to the 
uterus, are obscure or absent one may conceive 
of some difficulty in a differential diagnosis 
from other acute abdominal emergencies compli- 
eating pregnancy such as gall-bladder disease, 
perforations of the gastro-intestinal tract, par- 
ticularly of the appendix or acute surgical 
lesions of the kidney. Careful study of signs 
and symptoms will generally enable one to rule 
out these conditions. Of the acute obstetrical 
emergencies ruptured extrauterine pregnancy, 
rupture of the gravid uterus and placenta prae- 
via must be excluded. The last is by far the 
most difficult to differentiate because of a cer- 
tain clinical resemblance to abruptio placentae. 
A comparison of the more important character- 
istics of the two conditions should allow them to 
be readily distinguished. The onset in abruptio 
is sudden, stormy and painful; in placenta 
praevia it is quiet, unostentatious and painless. 
The haemorrhage in abruptio is usually con- 
eealed and internal or if external slight and 
seldom bright in color. It is usually single and 
continuous even after rupture of the membranes. 
It is generally disproportionate to the other 
symptoms and rapidly prostrating. In placenta 
praevia on the other hand it is practically wholly 
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external, bright in color large in quantity and 
intermittent, rapidly diminishing upon rupture 
of the membranes. In abruptio there are usually 
no foetal heart sounds or motion; while in 

lacenta praevia both ordinarily are present. 
In abruptio the uterus is in tense, tonic contrac- 
tion; in placenta praevia the contractions are in- 
termittent and normal in character. In abruptio 
the cervix is tense and firm and the placenta 
cannot be felt; in placenta praevia it is boggy 
and flabby and the placenta may sometimes be 
palpated through the os. In abruptio there are 
frequently signs and symptoms of toxaemia. 
Shock which appears soon after the onset in 
abruptio is a terminal state in placenta praevia. 


The treatment of abruptio placentae depends 
upon two important factors; first, whether de- 
tachment occurs before or during labor ; and sec- 
ond, whether its effects upon the patient are 
mild or serious. Since the outcome of any case 
is obscured in uncertainty, hospitalization, in 
principle at least, seems a sound procedure. 
Treatment of the patient rather than the patho- 
logical condition in the uterus is of primary 
importance. Delivery alone, while it may pre- 
sent a severe test of one’s obstetric skill and 
judgment, is but a relatively small phase of the 
entire problem. 

In the mild cases where labor has begun 
and is progressive and the condition of the 
mother and’ child is satisfactory a policy of 
watchful waiting may be pursued. If signs of 
foetal distress occur, however, measures designed 
to hasten delivery may be undertaken. Oc- 
easionally rupture of the membranes may suf- 
fice. Where dilatation \of the cervix is incom- 
plete manual dilatation, multiple incisions or 
vaginal caesarean may be required. 

Since the most serious cases occur before the 
onset of labor the problems of management are 
vastly more complex and difficult. One is con- 
fronted at one stroke with severe haemorrhage, 
profound shock and the urgent necessity of a 
dangerous delivery. Reliance upon the natural 
forees of labor is usually futile and may be 
dangerous as the already strained, over- 
distended uterus does not contract effectively 
and may rupture spontaneously. The choice of 
method of emptying the uterus must largely 
depend upon the condition of the patient, the 
degree of dilatation of the cervix, the facilities 
available and the skill, aptitude and courage of 
the attendant. The introduction of hydrostatic 
dilators ; packing of the vagina; Braxton Hicks’ 
version; manual dilatation or cervical incisions 
followed by forceps delivery, version and extrac- 
tion or craniotomy; and elassical or cervical 
caesarean section as a means of accomplishing 
delivery are all open to consideration according 
to the circumstances present in the individual 
case. However imperative the element of speedy 
evacuation of the uterus, the method chosen 
must be that which secures for the mother the 
greatest factor of safety. In the severe type of 





ease the writer’s experience leads him to favor 
abdominal caesarean section as the most satis- 
factory method of delivery, the classical opera- 
tion being preferred for clean cases and the 
cervical section for cases suspected of infection. 
Should the exhaustion of the uterus be so great 
as to inhibit contraction after delivery of the 
placenta, supravaginal hysterectomy should be 
performed but is rarely required. 

The treatment of the haemorrhage and shock 
attending abruption of the placenta should be 
the foremost consideration in the management 
of these cases. It transcends in importance 
even the urgent need of delivery. As soon as 
serious detachment is suspected measures to 
combat the inevitable collapse should be 
promptly instituted. Subcutaneous injections 
of morphine in fairly large doses, infusions of 
normal saline or glucose solutions and trans- 
fusion of whole or citrated blood are the most 
effective weapons. Operation should not be 
undertaken until the patient displays a definite 
reaction to the preliminary treatment. In very 
severe cases she should receive a post-operative 
transfusion as well. Pituitary extract and solu- 
tions of adrenalin are valuable adjuncts to the 
other measures employed. The choice of an 
anaesthetic is largely personal. The writer has 
found ether perfectly satisfactory. 

The prognosis of abruptio placentae especially 
in the serious cases is grave for the mother and 
well-nigh hopeless for the child. In the mild 
eases the prospects of the mother are fairly 
good; the chances of the child, while somewhat 
better than in the serious eases, are still very 
discouraging. The foetal mortality in reported 
series ranges from 60 per cent. to 100 per cent. 
In the writer’s series of 37 cases all but two 
infants, both delivered by timely caesarean sec- 
tion, were stillborn. 

The maternal mortality rate is subject to con- 
siderable variation. Naturally it is higher in 
the smaller series as the tragic cases are the ones 
most commonly reported. Welz of Detroit re- 
ports 6 deaths in 9 eases. Williams at the Johns 
Hopkins Maternity 3 in 40; Greenhill, at the Chi- 
cago Lying-In, 3 in 82; Burgess at the Montreal 
Maternity 6 in 80; Fitzgibbon at the Dublin 
Rotunda 7 in 98; and the writer at the Memorial 
Hospital Maternity 1 in 37. In these series 
which may be regarded as fairly typical the 
mortality ranges from 2.6 per cent. to 66 per 
cent. 

It is the writer’s experience with cases of the 
tragic type that have escaped early recognition 
that has furnished the motive of this paper. If 
he has done no more than point the moral of 
vigilance when one encounters the early signs 
of separation his efforts will have been amply 
rewarded. 


CHAIRMAN Kewutoce: The discussion of this 
paper will be opened by Dr. Thomas Almy, 
Obstetrician to the Union Hospital, Fall River. 
Dr. Almy! 
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Discussion 


Dr. THomas Aumy: Mr. Chairman and Fel- 
lows—Dr. O’Connor has left very little for me 
to say, for which you will all undoubtedly be 
grateful. 


Before coming here, I had the Recorder at 
the hospital look up the abruptio placentas, and 
we found we had had 28. In 17 of these we de- 
livered by section; in 4 of these we removed 
the uterus, and in 2 of them we succeeded in 
getting live babies. Two cases developed con- 
vulsions after delivery, both recovered; 1 de- 
veloped phlebitis. There were no deaths. The 
17 severe cases were over 7 months pregnant; 
the cervices either not dilated or dilatable, and 
it seemed best that section should be performed. 
Delivery from below, after my first few cases, 
has never appealed to me very much. I went 
to see a patient who had had a vaginal cesarean 
section; I arrived after the patient had died, 
and the story was that the vaginal cesarean sec- 
tion went very well and had been done thirty-six 
hours before I was asked to see the case, and the 
patient had simply seeped blood and continued 
in spite of stimulation and transfusion, and be- 
fore they could get in and get the uterus out 
the patient died. 

I think Dr. O’Connor has covered the subject 
very well, and that is all I have to say. 


CLOSING DISCUSSION 


Dr. Josep11 W. O’Connor: My main reason 
for going into detail on this subject of prema- 
ture separation of the normally implanted 
placenta, is the high incidence of cases admitted 
to our clinic in which the diagnosis had been 
missed. Cases of premature separation are ap- 
parently rarely seen by the general practitioner 
and when one is encountered the symptoms are 
often so obscure that the diagnosis is extremely 
difficult to one who has seen these cases in no 
great numbers. 

Another reason for going into detail on this 
subject is that I have been greatly impressed 
in my own private and hospital practice ex- 
perience by the necessity of early diagnosis in 
order that the maternal mortality may be re- 
duced. The fetal mortality I believe must of 
necessity be always bad. I believe however, 
that the fetal mortality can be lowered if de- 
livery of the baby is resorted to before complete 
separation of the placenta takes place. 

I was impressed with the low fetal mortality 
quoted by Dr. Almy. His fetal mortality was 
probably greatly enhanced by the fact that 
caesarean section was practiced in many of his 
cases. 


My experience with the cases of abruptio sent 
in to the hospital has been that the patient be- 
gins having symptoms at home but does not eall 
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her attending physician until she thinks ghe jg 
definitely in labor or because of severe pain 
faintness, or collapse of some sort. In these 
cases a diagnosis is often missed because of the 
fact that there is no evidence of bleeding —the 
bleeding of course being entirely internal. To 
my mind the most important diagnostic points 
upon which those unaccustomed to seeing these 
cases may lean when they are encountered, are 
the tense, boardlike rigidity of the uterus, the 
appearance of collapse, and, if blood pressure 
be taken, low blood pressure. The pulse rate 
need not be particularly elevated. When one 
encounters a severe case in his practice, he may 
be sure that the grim, stark figure, of tragedy is 
standing by the patient’s bedside, and unless 
prompt measures are undertaken to overcome 
the collapse and inevitable shock which follows 
the extensive concealed intra-uterine hemor- 
rhage, that patient will doubtless go on to join 
the group of those who make up the great num- 
ber of fatalities in this complication. (Ap- 
plause. ) 


Dr. Foster 8. Keuioaa, Boston: I would 
like to take the liberty of making two statements 
regarding the subject of this last paper. Hay- 
ing recently investigated the question with a 
good deal of material, I feel that is imperative 
for the medieal profession to realize that the 
amount of autopsy material in separated 
placenta to date is negligible and that whenever 
an individual has a ease of separated placenta 
that dies, every effort should be made to obtain 
autopsy in the best possible hands, and that 
this autopsy should be published. Little autopsy 
material has been studied, which seems strange 
because it is a common condition. 

The other information which we lack about 
separated placenta which is fundamental, is an 
accurate understanding of the relationship be- 
tween separated placenta and the ‘‘toxemic- 
chronic nephritie group,’’ and all cases of sep- 
arated placenta which recover should be studied 
as much as possible from that standpoint, par- 
ticularly between pregnancies, in an effort to 
establish whether they are acute toxemics or_ 
whether they are chronic nephrities. 


CHAIRMAN KeLLoce: The next business of 
the afternoon is the Report of the Committee 
on Survey of Incidence of Puerperal Septicemia 
in Massachusetts in 1927, by Dr. Charles E. 
Mongan, Surgeon to the Somerville Hospital at 
Somerville, Chairman of the Committee ap- 
pointed last year. (Applause. ) 


Dr. Cuartes E. Monean: Mr. Chairman 
and Members of the Section: It seems some- 
what of an anti-climax to bring to your atten- 
tion a survey which contains more or less sta- 
tistics after listening to such excellent papers as 
have been given to us this afternoon. 
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REPORT OF THE COMMITTEE ON SURVEY OF INCIDENCE OF 
PUERPERAL SEPTICEMIA IN MASSACHUSETTS IN 1927 


To the Officers and Members of the Section of Obstetrics and Gynecology of the Massachu- 
setts Medical Society: 


T a meeting of the Section of Gynecology and 
Obstetrics of the Massachusetts Medical 
Society, held in June, 1927 at Hotel Statler, 
Boston, it was voted that the Chairman of the 
Section be empowered to appoint a committee 
to make a survey of the incidence of puerperal 


septicemia in Massachusetts in 1927. The fol- 
lowing were appointed as members of the com- 


mittee : 


Charles E. Mongan, M.D. of Somerville, 
Chairman. 

Foster S. Kellogg, M.D., Boston. 

Frederick L. Good, M.D., Boston. 

Thomas Almy, M.D., Fall River. 

Richard 8S. Benner, M.D., Springfield. 

Thomas R. Goethals, M.D., Boston. 

Charles J. Kieckham, M.D., Boston. 

Joseph W. O’Connor, M.D., Worcester. 

Louis E. Phaneuf, M.D., Boston. 

Alonzo K. Paine, M.D., Boston. 

Edwin P. Ruggles, M.D., Boston. 

Frederick J. Lynch, M.D., Boston, Secretary. 


The committee soon organized and took up its 
work, after obtaining from the office of the 
Secretary of State Department for Vital Sta- 
tistics, the number of deaths from puerperal 
sepsis occurring in Massachusetts in 1927, to- 
gether with the names of physicians reporting 
such eases. 

The number of cases of puerperal sepsis re- 
corded in State Department for Vital Statisties 
was 140. A request was sent to each physician 
reporting such a case together with a blank form 
asking for a short history of the case he had so 
reported. Responses were received from 94 cases. 
The committee wishes to take this opportunity of 
sincerely thanking the men who returned his- 
tories of their cases. It is a matter of congrat- 
ulation that such a large number of men who 
had had a death from puerperal sepsis in the last 
year showed so much interest in this important 
condition as to be willing to return this ques- 
tionnaire. This splendid spirit of co-operation 
indicates on the part of the profession in Massa- 
chusetts a desire to aid and to sustain any rea- 
sonable movement which inures to the well-being 
of the sick in Massachusetts and the advance- 
ment of medical progress. It has been stated 
that the rate of replies to most questionnaires 1s 
25 per cent. In our case it was 6714 per cent. 
plus, which is remarkable. The committee he- 
lieves that all practitioners are intensely inter- 
ested in ways and means of reducing maternal 
mortality and are willing to co-6perate with any 





reasonable medical scheme that will bring about 
such a solution. The Committee also wishes to 
thank Secretary of State, F. W. Cook, for plac- 
ing at its disposal the service of his office, and 
express appreciation of the help given by the 
late Edgar A. Bowers, State Registrar for Vital 
Statistics of the State-Secretary’s Department, 
for his unfailing interest and his uniform 
courtesy. 

It has been an excellent beginning and it is 
the intention of the Officers of the Section to ° 
urge that this study be extended over a period 
of five years. The Committee hopes that some- 
thing of value may be obtained from the study 
of cases which occur during that period of time. - 

Before taking up the discussion of maternal 
mortality, it might be well to call attention again 
to the definition of the so-called maternal death, 
as given under the international list of the 
causes of death. Maternal deaths are classified 
as deaths in ‘‘the puerperal state’’ and are de- 
fined as follows: ‘‘The term puerperal is in- 
tended to inelude pregnancy, parturition, and 
lactation. Whenever parturition or miscarriage 
has occurred within one month before the death 
of the patient, the fact should be certified, even 
though child-birth may not have contributed to 
the fatal issue.’’ The practical working of this 
rule is to make the registrar for vital statisties 
the judge of what is a maternal death, and the 
final decision on these deaths, whether or not 
they should be classified as deaths in the puer- 
peral state, remains with the census bureau in 
Washington in the person of the Chief Statisti- 
cian for Vital Statisties. 


THE CAUSES OF PUERPERAL SEPTICEMIA 


While it is well known that instances of puer- 
peral septicemia are caused by various staphy- 
lococci, the pneumococecus, the colon bacillus, 
and other organisms, the*great majority of fatal 
cases are due to the streptococci and usually of 
the haemolytie variety. In a group of eases of 
this survey, a blood culture was taken in 13 
instances. Five were reported as the haemolytic 
Streptococcus one nonhaemolytie streptococcus, 
one staphylococcus and six were reported as no 
erowth. 

The causes commonly ascribed as producing 
puerperal sepsis are the endogenous infections, 
viz., infection by means of organisms which are 
native to the vagina and cervix, the exogenous 
type in which the bacteria are introduced by 
the examining hand or by instrumentation and 
infection in other parts of the body. Conditions 
which may contribute to the first two types are: 
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long labor by its devitalizing effect on the tis- 
sues of the birth canal, trauma to maternal soft 
parts allowing wound infection, vaginal exam- 
ination which introduces organisms on the ex- 
amining hand or in its passage through the 
pelvis transports bacteria from the vagina to 
the uterus, and operative deliveries. 


The possibility of exogenous infection is 
obvious. Authorities differ in their opinions as 
to the existence of the endogenous infection. 
Many groups of cases have been studied bac- 
teriologically and all are agreed that the vir- 
ulent streptococci are found in abundance about 
the introitus. Some investigators have found 
the organisms in large numbers in the vagina, 
in the great majority of cases studied: and 
other equally prominent and reliable observers 
have found none. Possibly the wide variance of 
opinion is due to difference in technique, type 
of culture, material used, ete. We have ample 
evidence at hand to support the belief that in- 
fections in parts of the body remote from the 
vagina and uterus are etiological factors in 
producing puerperal sespis. We herewith sub- 
mit for consideration such a group of seven 
eases of women who died of puerperal septi- 
cemia in whom the following extra genital infec- 
tions were present during or before labor: 


Number 1—had temperature from first day, 
infection of bartolini’s gland with 
an abscess opened in right vault on 
fourth day. 


Number 2—had immediate temperature—sore 
throat and joint pains—day of de- 
livery. 

Number 3—had temperature day of delivery— 

died 36 hours later—patient had a 
rash which resembled scarlet fever 
or erysipelas. Mother and sister 
developed erysipelas within a week 
and were on the danger list at City 
Hospital for five weeks. The nurse 
who attended this case was subse- 
quently ill with scarlet fever. 

Number 4-—on 13th day developed erysipelas 
and died that afternoon. There 
were six other cases in hospital of 
septicemia at the same time—all 
isolated. This case was the only 
one which died. 

Number 5—patient had a carbuncle on neck of 
five days’ duration. Entered hos- 
pital with temperature of 102.6°. 
Developed a septicemia with a 
positive blood (staphylococcus) and 
died on second day following de- 
livery. 

Number 6—had pyelitis. : 

Number 7—had a temperature of 100 during 
delivery. Autopsy showed pye- 
lonephritis, with kidney studded 
with abscesses and necrotic areas. 





LL 


A STUDY OF 50 CASES 


A group of 50 cases was studied and the 
statistics brought out one or two points worth 
mentioning. We have always been led to believe 
that the incidence of sespis was less in the home 
where there are fewer pathogenic organisms 
than in the hospital where purulent material jg 
necessarily present. There were, however, in 
that group 26 fatal cases in which the delivery 
occurred at home, an incidence of 52 per cent, 
as against 24 similar cases occurring in hos. 
pitals, amounting to 48 per cent. 22 patients 
(44 per cent.) who had operative procedure 
died as compared with death occurring in 
twenty-three (46 per cent.) patients who had 
normal deliveries, the remaining 5 were pre- 
cipitate labors or 10 per cent. The number of 
cases of sepsis in patients with lacerations of 
the perineum was in no way strikingly more 
numerous than those in whom the perineum was 
intact. Nineteen (38 per cent.) of the eases had 
perineal tears and fifteen (30 per cent.) of them 
did not. Sixteen cases did not state. The ma- 
jority of the cases started on their septic career 
in the first three days of the puerperium. This 
is in accordance with the findings in other 
groups of cases reported and is evidence of the 
fact that most of the cases receive the infection 
at the time of delivery. 

Sixty-four per cent. of the cases reported 
mentioned the parity of the patient. Of this 
number, 22 per cent. were primigravidae and 20 
per cent. were secundigravidae, the remaining 
22 per cent. being distributed among all others. 
Thus it seems that Para i and ii in this series 
had a mortality from septicemia in excess of all 
others. This may be explained by longer labor 
with accompanying fatigue, and devitalization 
of tissues in the birth canal, lacerations and hae- 
morrhage. 

It has been prominently stated that the mid- 
wife has been an important factor in the inci- 
dence of puerperal sespis. This statement has 
not been borne out in this investigation, there 
having been only two eases in which midwives 
have taken part. This low number may be ex- 
plained by the fact that midwives only handle 
uncomplicated labors and of the cases they con- 
duct there is a minimum of interference with 
nature. On the other hand, with the appearance 
of trouble, the case is frequently sent to an 
obstetrical institution where the name of the 
individual previously in charge of the ease is 
not recorded. The death certificate in these 
cases is signed by an interne or a hospital execu- 
tive. 

There appears to be a definite seasonal varia- 


tion of the disease. Thus it has been repeatedly 


stated in European countries that the first three 
months of the year has the highest incidence of 
puerperal sepsis. In the state of New York, in 
the period. 1914-1920 it was found that the 
greatest number was in the month of March. 
From this point it steadily fell in the following 
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months until it reached its lowest point in Sep- 


tember. From this point the incidence was 

reater in each successive month, until it again 
reached its high point in March. The distribu- 
tion of the disease in 1927 in this series is illus- 
trated in accompanying statement: 


THE FoLLowING ARE STATISTICS ILLUSTRATING 
CoMMENTS MADE IN THE FOREGOING PARAGRAPHS 
occurring at home—26 or 52% 


occurring in hospital—24 or 48% 
without perineal laceration—19 or 


Number of cases 

Number of cases 

Number of cases 
38% 

Number of cases 

Number of cases 


with perineal laceration—15 or 30% 
not stated—16 or 32% 


Duration of disease: 
Shortest—-3 days 
Longest—45 days 
Average—10.18 days 


Number of cases with evidence of toxaemia of preg- 
nancy—5 or 10% 


Number of cases cultured—13 or 26% 


Type of organism: 
Haemolytic streptococcus—5 or 10% 
Non-haemolytic streptococcus—1 or 2% 
Staphylococcus—1 or 2% 
No growth—6 or 12% 
Cases having antepartum care—17 or 34% (others 
not stated) 


Advent of temperature: 
Temperature before delivery—4 or 8% 
Temperature day of delivery—4 or 8% 
Temperature day following delivery—5 or 10% 


Temperature 2nd day following delivery—7 or 
14% 

Temperature 3rd day following delivery—12 or 
24% 


Temperature 6th day following delivery—2 or 
4% 
Temperature 
2% 
Temperature 
4% 
Temperature 
2% 
Cases not stated—10 or 20% 


Phlebitis: 


14th day following delivery—1 or 2% 
20th day following delivery—1 or 2% 


7th day following delivery—1 or 


8th day following delivery—2 or 


13th day following delivery—1 or 


The number of cases with no vaginal examination 
and with normal delivery—16 


The number of cases with no vaginal and no rectal 
examination—11 


Cases in which examination not stated—4 
The number of precipitate deliveries—5 


The number of operative deliveries—14 


2 High Forceps 
8 Mid and Low Forceps 
3 Versions 
(2 manual removal of placenta, one of which 
was a normal delivery) 
add 1 operative delivery 


The number of normal deliveries—23 





pendicitis associated with pregnancy. 





The number of Para Incidence according to 


i —11 or 22% * months 
ii —10or 20% January — 5 or 10% 
iii — lor 2% £=February — 5 or 10% 
iv — 2or 4% #=March — 6 or 12% 
v — 38o0r 6% _ April — 6 or 12% 
vi — lor 2% May — 10 or 20% 
vii — 2or 4% #$£=June — 4or 8% 
ix — lor 2% July — 5 or 10% 
x — lor 2% - August — 38o0r 6% 
Parity of 18 or 36% pr tesa 9 9: rn 
not reported. November — 0 or 0% 
December — 0 or 0% 


INCOMPLETE ABORTION 


Included in the report of 94 cases of puer- 
peral septicemia, reported to the Committee by 
physicians, there are twenty cases of incomplete 
abortion. Two of these cases give evidence of 
artificial interference with the pregnancy, al- 
though the evidence is not sufficient to classify 
them under the heading of criminal abortion. 
Of the remaining eighteen, one aborted after 
an operation for diverticulitis and uterus was 
curetted. This patient developed septicemia 
and is classified as a death from puerperal septi- 
cemia. Two others were clearly cases of ap- 
These 
cases also aborted and dying of sepsis, were 
classified as puerperal sepsis. Both were oper- 
ated upon and infected appendices removed. 
The remaining fifteen are cases that aborted out- 
side hospitals and called medical service only 
when they were extremely ill and in need of 
hospital attention. The average stay in the 
hospital of these patients was about six days. 
This kind of ease is not to be charged to the 
medical profession as cases of neglect or poor 
service of the practitioner of obstetrics. These. 
cases were wholly outside the control of the 
physician from the beginning. The respon- 
sibility of these cases is clearly not on the side of 
the medical profession. It is also well to note 
in passing, that all these cases except in one in- 
stance died in hospitals and not under the care 
of men in private practice. It is one of the 
failings of our classification that such cases as 
are noted above should be reported as puerperal 
septicemia. This does not tell the whole story 
of incomplete abortion. There are eight addi- 
tional cases of incomplete abortion which were 
reported to the State Registrar for Vital Sta- 
tistics but not to your Committee. The phy- 
sicians in attendance on these eases did not reply 
to the request of your Committee for informa- 
tion concerning these eight cases. The total, 
therefore, of cases of puerperal sepsis associated 
with incomplete abortion is twenty-eight. If 
these twenty-eight cases were deducted from the 
140 reported it would leave 112 cases of puer- 
peral septicemia in Massachusetts, exclusive of 
incomplete abortion. 

DEATHS FROM PUERPERAL SEPSIS ASSOCIATED WITH 
CAESAREAN SECTION 


1st. The first case died on the 28th day after 
a low cervical Caesarean section. This was a 
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death evidently from pulmonary embolus, as 
the patient was suffering from a phlebitis which 
began the 12th day after the section. 

2nd. This was a case of a second Caesarean 
Section. The first Caesarean had taken place 
two years before for a contracted pelvis after 
a test of labor. At the second section a loop of 
small bowels was found densely adherent to the 
uterus at the sear of the former operation. This 
Was separated with great difficulty and with 
some injury to the intestine which was carefully 
repaired at the time. This patient did not do 
well and died of sepsis on the Sth day. 

3rd. This case of Caesarean Section was per- 
formed after a test of labor of two days without 
the head engaging. Sepsis developed on the 4th 
day and patient died on the 8th day. 

4th. This was the third Caesarean Section 
for the patient. The first Caesarean was done 
for the albuminuria of pregnancy. The second 
was a repeated Caesarean. The third showed 
nothing unusual at the time of operation. 
Twenty-four hours after operation, symptoms 
of sepsis developed and patient died on the 21st 
day of pneumonia, probably of embolic origin. 

5th. This operation was undertaken after a 
test of labor. The usual classical operation was 
done and the day following, symptoms of sepsis 
appeared and the patient died, on the 10th day. 


RUPTURED UTERI 


One uterus ruptured before the onset of labor 
at the sear of a previous Caesarean operation. 
The amniotie sae was protruding at the seat of 
the rupture. This patient was delivered ab- 
dominally of a macerated fetus. This patient 
did well until the evening of the 10th day, when 
symptoms of sepsis appeared. She died 14 days 
after the operation. 

The other case of ruptured uterus was one in 
which an unsuccessful attempt had been made 
to deliver from below by forceps, then an at- 
tempt at version was made unsuccessfully. The 
patient was sent to a hospital with a ruptured 
uterus and the fetus was easily palpable in the 
abdominal cavity. A laparotomy was done, and 
the baby removed from the peritoneal cavity. 
The patient was in an extreme condition of 
shock and died shortly after being returned to 
bed. 

SUMMARY OF CASES STUDIED 


Group Study 
Incomplete Abortion 
Caesarean 
Extra Uterine 
Phlebitis 
Lobar Pneumonia 
First symptoms of pneumonia appeared 10 
days after delivery 
History so indefinite and data so insufficient that 
no fruitful study was of avail 
Placenta Previa 
Ruptured Uterus 
Exhaustion after severe labor and a long post 
partum period 
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CONCLUSION 


The Committee recommends that the Section 

appoint through its Chairman a committee of 
fifteen to continue the study of puerperal septi- 
cemia in Massachusetts and that the Chairman 
be empowered to increase this committee if he 
sees fit. 
We would recommend to the profession that 
in reporting deaths that conciseness and exact- 
ness be observed, and that the principal cause 
of death be given as the primary cause. 

We warn the profession not to draw con- 
clusions from this report, as the number of 
cases studied is comparatively small, but two 
things stand out clearly. 


Ist. The number of deaths from in- 
complete abortions should not be charged to 
any laxity of the medical profession, for 
these cases come to the profession pro- 
foundly infected, and when they are almost 
beyond any hope. 

2nd. Another fact brought out is the in- 
fluence of exogenous infections, for we have 
clearly pointed out that there are a consid- 
erable number of cases infected where no 
examination, either internal or external, 
had been made. These deaths should not be 
charged to laxity on the part of the pro- 
fession. These cases are more common in 
seasons when respiratory diseases are preva- 
lent. 


At the same time, we cannot be too insistent in 
demanding that the greatest of care be observed 
by the medical profession in conducting ob- 
stetric cases. It is well to bear in mind, that not 
only this survey but other surveys, show that in 
the majority of cases of puerperal sepsis the 
first symptoms come on the third day after de- 
livery. Therefore, it behooves the profession 
not to let up for one jot or tittle in the aseptic 
or antiseptic precautions in the care of their 
parturient woman. 

We wish to thank the profession for its co- 
Operation and interest. 

Cnas. E. Moncan, 
Foster 8. KELLoaG, 
A. K. PAINg, 
CHARLES J. KicKHAM, 
Louis E. PHANEUF, 
Frep. J. LYNcH, 
JosEPH W. O’CONNOR, 
Tuomas ALMy, 
RicuarpD 8. BENNER, 
FREDERICK lL. Goon, 
Epwin P. RvuGGLEs, 
Tos. R. GoETHALS. 


CHAIRMAN KeELioage: The discussion of this 
report will be opened by Dr. Fred. Lynch, In- 
struetor of Obstetrics at Tufts Medical School 
and Assistant in Gynecology at Harvard Medi- 
eal School. 
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DISCUSSION 


Dr. Frevertck J. LyNcH, Boston: There are 
two points in Dr. Mongan’s report that I think 
should be particularly emphasized. The first 
is that 16 women last year died of sepsis who 
were not examined vaginally and who delivered 
themselves, and the second is that more of the 
women who died of sepsis were normal deliveries 
than were operative deliveries. It has been re- 
peatedly pointed out by the teachers of ob- 
stetries that vaginal examination and obstetrical 
operating are the primary causative factors in 
puerperal sepsis. That these procedures may 
cause sepsis is perfectly obvious, but how are 
we going to account for fatal sepsis in these 
women who were not examined and who de- 
livered themselves? 

The proponents of the endogenous method of 
infection will tell us that the cause is due to 
bacteria which are normally present in the 
vagina of the obstetrical patient. In 1925 in 
the Rotunda Hospital there were studied by 
Fitzgibbon 158 cases of pregnant women at 
term, in whom the vaginal flora was examined 
bacteriologically, and in 101 instances the non- 
hemolytic streptococcus was found to be present 
and in 2 instanees the hemolytic streptococcus 
was found. Thus it would seem that the non- 
hemolytic streptococcus is a normal saprophyte 
occurring in the genital tract of the pregnant 
woman and by some unknown combination of 
circumstances, either a lowering of the patient’s 
resistance or a stepping up of the virility of the 
organism, it takes on an invasive characteristic 
and may cause puerperal death. 

Also Dr. Bonney, in commenting on the 
endogenous methods of infection, brought out 
an interesting point. In the hospital with which 
he was associated, he stated that the death rate 
in abdominal surgery was between 5 and 6 per 
cent. in 1900. By 1906 the death rate in ab- 
dominal surgery had dropped to 1.6 per cent., 
and had remained approximately at that point 
since. 

During this period between 1900 and 1906, 
rubber gloves were introduced, and he points 
out that their function is to prevent exogenous 
infection, and they account for the drop in the 
death rate in abdominal surgery. Although this 
same improvement in technique was utilized in 
the maternity department of the hospital, no 
change whatever was found in the obstetrical 
death rate. 

There are other methods of infection, namely, 
vaginal examination, obstetrical operating, sex- 
ual intercourse and even digital examination of 
the patient by herself. Dr. Mongan has brought 
out the fact that several of these patients died 
of extragenital causes of infection; that is, 
tonsillitis, mastitis, pyelitis and furunele of 
the neck. These conditions in themselves are 
comparatively of little significance, but bring 


forward the hint that the puerperal woman’s 


blood is low in its bactericidal power. There 





seems to be something more than faulty tech- 
nique causing puerperal sepsis; something in 
addition to unclean hands and unclean instru- 
ments. The puerperal woman is an entirely 
different individual than the normal wom- 
an; that is, we know that there are marked 
changes in the endocrine functions, ovary, thy- 
roid, pituitary glands; there is a constant tenden- 
cy toward edema and there is a marked lowering 
of the threshold of the blood sugar. These 
changes in metabolism may be the factors which 
cause the puerperal woman to be less able to 
handle sepsis than the non-pregnant woman. 
Perhaps the problem will have to be solved by 
the bacteriologist and the biochemist working 
in conjunction with the clinical obstetrician 
and attacking the problem along the lines of 
bacteriology, serology and immunology. 

There is just one other point to which I should 
like to eall attention. It has been a tradition 
in the obstetrical profession that women who 
are delivered at home fare better than women 
who are delivered in hospitals as regards sepsis. 
This may have been true before the knowledge 
of bacteriology, cross-infection and asepsis, but 
in these days when we are urging women to go 
to hospitals for their confinements, it is partic- 
ularly gratifying to note and to emphasize the 
fact that less cases of fatal puerperal sepsis oc- 
curred in hospitals than occurred in homes in 
this state in 1927. 


Dr. Cuartes J. Kicknam, Boston: Dr. 
Mongan’s report has been so comprehensive and 
so clear on the subject and Dr. Lynch’s discus- 
sion has covered practically all of the scientific 
part, that I will get away from it a little. I 
feel that one of the most important things about 
Dr. Mongan’s paper is the very fact that such 
a study is being made. I think that everyone 
will agree, as we have read medical magazines 
and as we have read the lay magazines, that 
there has been much propaganda about the 
failure to lower the death rate in puerperal 
sepsis throughout this country, and of course 
naturally that applies to our own community. 
I think while the Committee has been very con- 
servative and has made no definite conclusions 
in its report, Dr. Mongan’s report of the studies 
made so far by the Committee does show that 
possibly the profession is not entirely to blame. 
In other words, that in obstetrical practice there 
may be an irreducible minimum over which we 
have no control. 

Then another important factor that he just 
mentioned casually was the signing of the death 
certificates. If you talked with Dr. Mongan 
personally, he would tell you that the death 
certificates in some cases probably have been 
slurred over a little bit, possibly by a little 
timidity on the part of some of the men signing 
them. 

I think another very important thing he 
brought out was the help that he got from the 
average man who had a puerperal death, and 
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that is what the Committee desires, as I under- 
stand it; that is, to have the men co-dperate so 
that in a five-year study if it shows that we are 
to blame, that we may have developed by a study 
of these cases some method whereby some of the 
deaths may be eliminated and therefore remove 
some of the blame from ourselves. On the other 
hand, if by being perfectly honest in reports to 
the Committee it is shown we are not to blame, 
that can give us a little bit more ease when we 
unfortunately get such a death. 

In regard to the scientific part, I think the 
fact that he brought out that there has been a 
definite seasonal variation in mortality goes far 
possibly towards proving that endogenous infec- 
tions may play a very large part; in other 
words, the deaths occurring in greater per- 
centage in the months during which the respira- 
tory conditions are more prevalent. 

Then another very important point is the 
classification. We are under the odium at pres- 
ent of having 140 deaths in Massachusetts last 
year from puerperal sepsis and yet 28 of those 
were in abortion stages and probably some of 
them were criminal abortions. Therefore we 
have been accused of having more deaths, as 
obstetricians or as men practicing obstetrics, 
whether general practitioners or specialists in 
that line, than we really should take on our 
shoulders, and I think if we will all, following 
the suggestion of the Committee, keep up 
strict asepsis in every way, shape and 
manner, but report carefully to this Committee 
during the next year when we are asked all the 
details of a death and when we have a death if 
we will delve into the previous history of the 
patient, we may contribute to our own salvation 
in the end. 

I thank you. 


CLOSING DISCUSSION 


Dr. Cuarues E. Moncan : Something has been 
said about the comparison between deaths after 
surgical operations and deaths occurring in par- 
turient women. I think deaths occurring in 
these two states are not comparable. The condi- 
tions are very, very different. It would seem 
from all our studies that the parturient woman is 
susceptible to all kinds of infections at the slight- 
est exposure. We are not alone in our worry 
about the incidence of puerperal septicemia. 
Within a very short time it has given great trou- 
ble to the British profession, and they have start- 
ed an investigation in England at the present 
time to solve what they call the ‘‘riddle of puer- 
peral septicemia’’. 

A thing to bear in mind which was not brought 
out in this report is that racial conditions have 
something to do with the death rate in puerperal 
septicemia. Those of us who have studied this 
subject have found that the Italian women have 
the lowest maternal mortality in the world. As 





one goes north with colder climates, we find that ; 


A 


the mortality is very high in contrast with the 
lower rates in countries which have an even gal. 
brious climate. In this country we have to con. 
tend with what no other nation has to contend 
the large number of septicemias in the colored 
population. 


In reporting these deaths, I want to empha- 
size again the necessity of medical men writing a 
simple, plain reason as the cause of death in 
making out death certificates. If the cause of 
death is puerperal septicemia, it should be g0. 
stated plainly. If there is a complication accom. 
panying the death, that should be stated concise. 
ly, briefly, intelligently. Be concise and accurate 
and state briefly on the death certificates the. 
cause of death in these puerperal cases. 

I want to thank the men who have contributed 
so largely towards making this meeting a success, 
If any of you do not have any of these unfor- 
tunate deaths, you are to be congratulated, but 
if you do have them please give the Committee 
the report when requested. This survey is en- 
tirely impersonal. The name of the reporting 
physician does not appear in our report. If the 
Committee can have the help and co-dperation of 
every doctor when the doctor is called upon, it 
will help the Committee a great deal in solving 
this terrible question of deaths from puerperal 
septicemia. 


CHAIRMAN KetLocG: We will now entertain 
a motion that this report be accepted and placed 
on file. 


Dr. WintuiAM H. McBatn, Malden: I make a 
motion that this Committee’s report be accepted 
and that the thanks of this assembly be ten- 
dered to this Committee for the work that they 
have put in on it and the painstaking report 
which they have made. 

The motion was seconded by Dr. Almy and 
carried. 


CuairRMAN Keuuioac: Is there any further 
business ? 


Dr. JosepH O. GENEREUX, Webster: Before 
adjournment I should like to ask a question of 
Dr. Mongan. Considering endogenous poison- 
ing, considering the presence of streptococci in 
such a large percentage of the vaginas of those 
patients, would Dr. Mongan, with his knowl- 
edge of the subject, with his deep scientific 
view of those cases, recommend antiseptics being 
used in the vagina previous to labor, or would 
he, as has been the custom for the last ten or 
fifteen years, consider that such a thing removes 
the natural protection of the vagina and is more 
harmful than helpful? Thirty years ago it was 
a great vogue to use antiseptics. Of late the 
practice has been discarded, and opinions on the 
subject do not seem to agree. I would like to 
know what the opinion of Dr. Mongan is on this 
subject, as to whether there is any value in the 
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use of antiseptics in the vagina before and after 
labor. 


Dr. Cartes E. Monean: In answer to that 
question I would say that sometime ago it was 
my custom to use an ante partum antiseptic va- 
ginal douche. I have abandoned that practice 
for many years, and I think most men doing ob- 
stetrics do not use the ante partum vaginal 
douche, because the procedure was of doubtful 
value and further because of the good old ob- 
stetric theory that the least manipulation that 
is given the parturient woman the better. 


Dr. Frepertck J. Lyncu, Boston: Mr. 
Chairman, in commenting on that same fact, I 
think it might be interesting for you to know 
that at the Boston City Hospital, starting the 
first of June, we are preparing patients by in- 
jecting mercurochrome into the vagina and 
spraying it about the vulva, thus conducting 
the case with antisepsis as well as asepsis. 





The following officers were elected to serve 
for the ensuing year in the Section of Obstet- 
rics and Gynecology : 


Chairman, Dr. Frederick L. Good, Boston. 
Secretary, Dr. Louis E. Phaneuf, Boston. 


CHAIRMAN Ketuoee: Is there any further 
business to come before the Section? © 


Dr. CHARLES E. Monegan: Mr. Chairman, I 
move that the Chairman be empowered to ap- 
point a committee of fifteen, or such number as 
he may deem fit, to continue the study of puer- 
peral sepsis in Massachusetts. 

The motion was seconded by Dr. Almy and 
carried. 


CHAIRMAN Keutioae: A motion for adjourn- 
ment is in order. 

It was voted, upon motion regularly made 
and seconded, that the meeting stand adjourned, 
and the meeting adjourned at five-thirty o’clock. 





MEDICAL AND PHARMACEUTICAL 
CO-OPERATION 


Perhaps one of the outstanding reasons’ for the 
progress in the scientific development of new prod- 
ucts has been the spirit of co-dperation which has 
existed between the medical profession and the 
pharmaceutical industry. 

By this close co-6peration medical science has con- 
tributed to pharmaceutical progress and the manu- 
facturing pharmacists of the country in turn have 
made a definite contribution toward the develop- 
ment of new medicinal products. 


On Wednesday, December 5, the officials and mem- 
bers of the medical, pharmaceutical and allied pro- 
fessions of Lafayette, Indiana, were addressed by 
Dr. Charles E. Vanderkleed, Chairman of the Con- 
tact Committee, of the American Pharmaceutical 
Manufacturers’ Association. 


The subject of Dr. Vanderkleed’s address was 
“Improvement in the Quality of American Drug 
Products Due to Co-dperation in the Industry.” It 
is interesting to see the representatives of the sev- 
eral allied professions making arrangements for a 








periodical study of mutual interests of professional 
nature with a view to increasing mutual usefulness. 





GIFT OF $100,000 FOR CANCER TREATMENT 


Many cancer patients of small means in and near 
Philadelphia will soon be able to have radium treat- 
ment as the result of a gift of $100,000 to the 
Graduate School of Medicine of the University of 
Pennsylvania, for the purchase of a gram of radium 
and other accessories for the treatment of the dis- 
ease. 

Louis J. Kolb of Germantown, a graduate of the 
University in 1887, was the donor. The radium will 
cost about $72,000 and the balance of the gift will be 
used for research. The fund is to be called the 
Louis J. Kolb Foundation for the Treatment of 
Cancer. Dr. .George E. Pfahler, professor of radi- 
ology and a former president of the American 
Roentgen Ray Society, will be in charge. 

This donation is the second recently received by 
the university for the purpose of fighting cancer, 
the first having been a gift of $45,000 for cancer 
research from Irenee duPont.— Bulletin, American 
Society for the Control of Cancer. 
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THE SERUM TREATMENT OF TYPE I PNEUMOCOCCUS PNEUMONIA 


BY FREDERICK T. LORD, M.D.* 


ECENT advanees in the investigation of lo- 
bar pneumonia make the outlook for suc- 
cessful therapy promising. 


SCIENTIFIC BASIS FOR SPECIFIC THERAPY 
IN PNEUMONIA 


Recovery or death in pneumonia depends 
chiefly on a balance between antibodies pro- 
duced by’ the host and soluble inhibiting sub- 


stanees emanating from the invading organism. 
In patients with Types I and II pneumococcus 
pneumonia, it is possible to maintain a positive 
balance of protective substances in the blood by 
the use of Felton’s antibody solution. The 
mechanism of protection is not wholly under- 
stood, but importance may be attached to the in- 
fluence of protective substances in inhibiting 
erowth and favoring destruction of pneumococci 
by leucocytes. In the struggle between the in- 
vading organism and the host there is produced 
by the pneumococci an apparently non-toxic, in- 
hibiting substance with the property of neutral- 
izing or destroying protective antibodies and en- 
hancing the virulence of the organisms. As the 
infection progresses, inhibiting substances are 
produced by the pneumococci and hence better 
results may be expected from early than from 
late specific therapy. 

Preventive and curative action of homologous 
antipneumococcus serum is readily demonstrated 
in laboratory animals against otherwise fatal 
doses of the fixed pneumococeus type. Suecess- 
ful results have been obtained in the serum or 
antibody treatment of monkeys with experimen- 
tal pneumococcus pneumonia by Cecil and 
Blake!, Cecil and Steffen? and Baldwin and 
Cecil’. Their results suggest that in man there 
is likely to be therapeutic value in Type I and 
probable value in Type II antipneumococecus 
serum. To judge from their experience early, 
adequate dosage is of extreme importance in 
checking septicaemia and promoting recovery. 


RESULTS FROM THE PRACTICAL APPLICATION OF 
SPECIFIC THERAPY 


The most favorable results have been ob- 
tained by Cole* with 241 serum treated Type I 
cases with 24 deaths, a mortality of approxi- 
mately 10%. Others have been less strikingly 
successful. A number of other factors than 
specific therapy, such as previous condition of 
the patient, yearly variation in mortality and 
most important of all, age, may also modify the 
death rate. Cole estimated the average hospital 
mortality for Type I pneumonia without specific 


*For record and address of author see ‘“‘This Week's Issue,” 
page 1278. 





therapy at 25 to 30%, but it now appears that 
it may be considerably lower. Thus Cecil, Bald- 
win and Larsen’ report 352 cases at Bellevue 
with 73 deaths, a mortality of 20.7%. Such 
considerations make it desirable to subject the 
method to a more rigid test by comparing the 
mortality in a serum treated series with the 
mortality in a contemporaneous group not go 
treated. This was done by Locke*®. The mor. 
tality was practically the same in both series, 

Recent reports (Park and Cooper’) of the re- 
sults with Felton’s antibody solution are favor- 
able, especially when administered early in the 
disease, and indicate a lowering of mortality in 
serum treated series on comparison with con- 
temporaneous series not so treated. 

Our experience embraces 81 Type I pneumo- 
coccus pneumonias treated intravenously with 
serum, 71 with Type 1 antipneumococeus serum 
and 10 with Felton’s antibody solution, with 17 
deaths, a mortality of 20.9%. The ages in the 
treated group varied from 5 to 65. The ave- 
rage age was 34.75. During the period covered 
by the serum treated cases, 80 patients with 
Type I pneumococcus pneumonia, not treated 
with serum, have been observed, with 19 deaths, 
a mortality of 23.7%. The ages in this group 
varied from 314 to 70 with an average of 37.29. 
The mortality in the serum treated group on 
comparison with the controls, though suggestive 
of benefit, is so nearly the same as to warrant 
no definite conclusion as to the value of the 
method in the series as a whole. 


TABLE I 


Type I Pneuncececvs Prevronia 


























To July, 1928 Moe Died Mortality 
per cent. 

Control group with- 

out serum 80 19 23.7 

Serum treated group 8} 17 20.9 

Total 1lél* 26 aed 











* One hundred and six Massachusetts General Hospital 
cases and 55 seen outside the Hospital, : 
Specific therapy is much more promising, how- 
ever, when our results and those of others in 
early Type I infections are considered. 


RESULTS IN THE EARLY TREATMENT OF TYPE I 
PNEUMOCOCCUS PNEUMONIA 


Of the 81 serum treated cases in our series, 
specific therapy was given in 28 within the first 
three days of the disease, with 2 deaths, a mor- 
tality of 7.14%. The ages of these treated pa- 


tients varied from 12 to 65, the average age 
being 34.8. Of 21 patients admitted within the 
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first three days and not serum treated 5 died, a 
mortality of 23.3%. The ages in this group 
varied from 314 to 68, with an average of 29.5. 
The low mortality in the treated group with an 
average age of 34.8 strongly suggests curative 
value in specific therapy, but the number of 
early serum treated cases is too small to war- 
rant any definite conclusion. In our experience 
combined with that of others, however, (Table 
II) 192 patients with Type I pneumococcus 
pneumonia have been treated with homologous 
antiserum or its derivatives, within the first two 
to three days, with 21 deaths, a mortality of 
10.9%. Early admission (Table IT) does not 
appear to lower the death rate and the number 





ADVANTAGES OF FELTON’S ANTIBODY SOLUTION 


Owing to greater potency, polyvalence, and 
less likelihood of troublesome reactions following 
its use, Felton’s antibody solution can be given 
intravenously before the type of pneumococcus 
infection is determined, and early adequate dos- 
age may thus be established. No complicated 
apparatus is necessary. Precautions must still 
be taken, however, against its use in hypersensi- 
tive individuals and the type of pneumococecus 
infection should be determined in all eases as 
soon as possible. 

CONCLUSIONS 


Our experience and that of others seems to 
justify the belief that there is definite curative 


TABLE II 


Type I Pneumococcus Pnewnornia Treated 
Intravernously with Homologous Anti- 
Pneumococcic Serum or its Derivatives 
within the First Few Days of the Illness. 


Control group 


























Cases 
Treated group adnitted 
within 
Days of disease Mortality corresponding Mortality 
when treatment began Material Cases Deaths per cent. interval Deaths per cent, 
Locke, J.A.?!.Ae whole 
May 26, 1923 3 serum 12 (0) 0.0 
Christian, 
Peter Bent Erig- whole 
ham Hospital 3 serum 13 ri 15.2 
Cecil, Arch.Int. Huntoon's 
Ned.41,No.3 anti- 
Mch.15,1928 2 body 56 5 8.9 68 16 23.8 
Bullowa,d.A.M.A. Felton's 
Apr. 28, 1928 3 anti- 29 6 21- 28 10 36 
body 
Cecil,N.img. Jd. Felton's 
of Med.,Aug.c0, anti- 
1628 3 body 5 6 ni ee 51 13 25.86 
whole 
Lord 3 serum 24 2 8.3 21 5 2343 
Felton's 
anti- 10) 0.0 
body 
Sgtnts 192 | 21 10.9 168 44 26 





























of cases and the low mortality in the combined 
group suggest curative value in early treatment. 


DIFFICULTIES IN THE INTRAVENOUS USE OF 
UNREFINED ANTIPNEUMOCOCCUS SERUM 


Owing to troublesome reactions after the in- 
travenous injection of large amounts of unre- 
fined serum, it has not seemed justifiable to sub- 
ject all patients with lobar pneumonia to serum 
treatment regardless of type. The treatment of 
Type I pneumococeus infections is chiefly of 
value within the first three days of the disease 
and early diagnosis of type is often difficult and 
at times impossible. The need of special ap- 
paratus for the intravenous injection of 100 c.c. 
doses of serum still further complicates the pro- 
cedure. 








value in Type I antipneumococeus serum or its 
derivatives, administered within the first three 
days, in Type I pneumococecus pneumonia. 
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MUMPS ORCHITIS WITH ESPECIAL REFERENCE TO STERILITY: 
REPORT OF TWO CASES 


BY FRANCIS PATTON TWINEM, M.D.* 


S the most common complication of epidemic 
parotitis, orchitis is worthy of careful con- 
sideration; certainly of greater consideration 
than is given it by the great majority of phy- 
sicians. 

Orchitis was mentioned by Hippocrates as a 
complication of mumps. Pratolongo, in 1752, 
described several cases of orchitis occurring in 
parotitis at Génes'. Hamilton, in 1761, de- 
scribed similar cases in Scotland and mentioned 
the fact that subsequent testicular atrophy may 
follow'. In 1879, Laveran published an excel- 
lent review of the literature on the subject up 
until that date?. Wesselhoeft? spublished in 
1920 the most complete account of this com- 
plication that has been made in recent years. 

With occasional exceptions, orchitis in 
mumps is confined to the period of puberty and 
adolescence. The frequency of orchitis in cases 
of mumps varies widely in different epidemics. 
In 12 eases on the S. S. Ardent’, all developed 
orchitis. In some other series of a small number 
of eases there have been no instances of orchitis. 
In 4397 cases, occurring during the Great War 
at Camp Wheeler, Ga., Radin* found 13.91% of 
orchitis. In a compilation of 8,000 cases, Wes- 
selhoeft! found orchitis complicating parotitis 
in 18% of eases. Catrin’, in 10,000 cases, found 
the percentage to be 18.5. We may, therefore 
take 18% to be as nearly correct a figure as may 
be determined. 

In the majority of those who develop orchitis 
the condition is unilateral, and for some un- 
known reason, the right testicle is more fre- 
quently involved than the left. R. Benard® 
found the ratio of bilateral to unilateral cases 
in mumps orchitis to be about 1 to 9. Wessel- 
hoeft', having compiled the statistics of many 
investigators, found 209 eases of bilateral or- 
chitis out of 1208 cases of orchitis. We may 
then say that out of all cases of mumps about 1 
out of 6 has orchitis and that of these orchitic 
eases about 1 of 6 has bilateral orchitis. In 
other words, approximately 3% of all eases of 
mumps develop a bilateral orchitis and hence 
are in some danger of subsequent sterility. 

In these eases of bilateral orchitis, there fre- 
quently follows a greater or less degree of 
testicular atrophy. The percentage of cases of 
orchitis followed by testicular atrophy varies 
markedly with different investigators, prob- 
ably due largely to the fact that there is a dif- 
ference of opinion as to what constitutes a 
change sufficient to be classed as atrophy. 


*For record and address of author see ‘“‘This Week’s Issue,” 
page 1278. 





Dogny and Juloux’ state that all cases of mumps 
orchitis are followed by some degree of testicular 
atrophy. Laveran? says that two-thirds are go 
affected; Catrin® says the proportion is one- 
third and Sir Astley Cooper states that he has 
never seen a case®. R. Benard studied 22 cages 
of orchitis, 6 of which were bilateral, and 
found atrophy in one-half of the cases, but in 
only two of these did the atrophy amount to as 
much as 50% of the volume®. A compilation 
of the findings of various investigators, chiefly 
French, shows that in 347 cases of orchitis, 
there was subsequent atrophy in 190 eases or 
54.7%. The degree of atrophy varies greatly. 
Settekorn® found that in 12 cases of atrophy, 
one testicle was completely atrophied, three 
testicles were reduced to one-third of their 
original size and 8 showed moderate reduction 
with softening. We need not enter here into a 
discussion of the pathology of testicular atrophy 
in mumps. Suffice it to say that in most cases 
the process of atrophy is diffuse so that areas 
of tubules that are completely destroyed are 
separated by areas of normal tubules. 

It is interesting and important to know 
whether cases of bilateral orchitis in mumps 
result in sterility in any considerable propor- 
tion of cases. No large series of cases has ever 
been carefully studied and reported. The au- 
thor has found in all the literature only 2 
cases in which sterility following mumps 
orchitis has been definitely established. One of 
these is the case recorded by Giovanni™’. The 
other is the case presented in 1877 by Lere- 
boullet’, in which ease the testicles were reduced 
to the size of beans. Laignel-Levastine and 
Courbon'’, in 1917, presented a case of femi- 
nism in a man of 22 following a violent attack 
of mumps with bilateral orchitis. We do not 
definitely know whether spermatozoa were pres- 
ent in the semen in this ease or not. 

In December, 1927, R. Benard published an 
article in which he econeludes that the idea of 
mumps giving rise to sterility should be rele- 
gated to the domain of myths transmitted from 
age to age but having no foundation other than 
a fertile imagination. Benard examined the 
seminal fluid of 5 cases which had had bilateral 
orchitis and found active spermatozoa in each. 
He states that in 175,000 cases of mumps in 
the French army (1892-1913) that he thinks 
there was not a single ease of sterility since 
there is no record of any soldier’s having been 
discharged for testicular atrophy where the 
atrophy was due to mumps. Benard seems to 
feel that were sterility present, there would also 
be impotence and a condition of feminism 
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which would result in discharge from the army. 
This is certainly a mistaken point of view as 
the two cases cited below indicate. Among the 
175,000 French soldiers mentioned by Benard 
there might have been several hundred cases of 
sterility without any evidence of feminism such 
as would cause discharge from the army. There 
js no physiological reason why atrophy of both 
testicles during the period of adolescence should 
cause symptoms of feminism. Castration even 
at this age does not give rise to such symp- 
toms’* +4 and in testicular atrophy due to 
mumps the cells of internal secretion are almost 
never destroyed even when the _ spermato- 
genic portion of the testicle is entirely 
destroyed. If the author, in his very 
limited experience, has seen two eases of 
sterility following bilateral orchitis in mumps, 
the condition is certainly by no means rare. 
The two eases are briefly abstracted below: 


Case 1. R. L. G. Age 32. Complaint—Sterility. 
Married for two years. Unilateral herniotomy at 
the age of 7 yrs. Malaria in childhood. Denies ve- 
nereal disease. Mumps with bilateral orchitis at 
the age of 16. 

Examination shows the penis to be of normal size 
and consistency. Both testicles are reduced to one 
third the normal size and are firmer than normal in 
consistency. The epididymes appear to be normal. 
The prostate is of normal size and is slightly in- 
durated. The prostatic fluid shows the presence of 
10% pus. The seminal vesicals are normal. 

Three examinations of semen (condom specimens) 
revealed the presence of no spermatozoa. 

The patient has been perfectly normal in his sex- 
ual desire and potency and there are no evidences 
of “feminism”’. 


CasE 2. T. P. Age 30. Complaint—Sterility. 
Married 3 yrs. Unilateral herniotomy at the age of 
25. No history of venereal disease. History of 
mumps with marked bilateral orchitis at 18. 

Examination shows the penis to be of normal size 
and consistency. Both testicles are about two fifths 
the normal size and are firm in consistency. Both 
epididymes are moderately indurated. The prostate 
and Cowper’s glands are normal. 

Three examinations of condom specimens reveal 
the presence of no spermatozoa. 

The patient is normal sexually aside from his 
sterility. Secondary sex characteristics are perfect- 
ly normal. 


The question naturally arises whether any- 
thing can be done to prevent the development 
of orchitis in beginning cases of mumps. The 
idea has been quite prevalent that patients kept 
confined to bed are not so likely to develop 
orchitis as those who are on their feet part of 
the time but Radin found in his large series of 
cases that patients allowed to walk about the 
wards developed orchitis no more frequently 
than those confined strictly to bed*. The theory 
has also been advanced that the contagium is 
transferred to the urethra from the mouth by 
the hands. At Camp Wheeler careful steriliza- 
tion of the hands and protection of the glans 
did not reduce the incidence of orchitis. 

Opinion varies as to whether the administra- 





tion of diphtheria antitoxin at the onset of 
mumps is of value in preventing the develop- 
ment of orchitis. S. Bonnamour and J. Bar- 
din’® gave 65 soldiers with parotitis a subeuta- 
neous injection of diphtheria antitoxin (20cc.) 
as soon as admitted to the hospital. Excluding 
5 eases with orchitic symptoms upon admission, 
all recovered promptly and only 5 developed 
orehitis, which, the authors state, was unusually 
mild. Thenébe’’ believes that diphtheria anti- 
toxin is an efficient therapeutic measure in pre- 
venting ‘secondary complications, especially 
orchitis, and that it increases the rate of sub- 
sidence of orchitis if already present. How- 
ever, Thenébe’s series of cases was very small 
and included both sexes and various ages. F. 
Carrieu!® gives as his opinion that testicular 
involvement does not appear to have been in- 
fluenced by the administration of diphtheria 
antitoxin or in any case that the effects of such 
administration are not appreciable enough to 
justify the risks. 

V. de Lavergne and P. Florentin’® treated 
115 cases of mumps with convalescent serum 
and there developed 5 eases of orchitis. In 107 
control eases of mumps there were 25 cases of 
orchitis. None of 28 cases injected subcuta- 
neously with 20ce. of convalescent serum devel- 
oped orchitis. The serum used was taken from 
the 15th to the 25th days in uncomplicated 
eases and at the time of general recovery in 
eases of orchitis. H. L. Fougerousse”® states 
that it was shown at the U. S. Naval Hospital 
at New Orleans that the early treatment of 
mumps with convalescent serum is an efficient 
preventive of orchitis. Cheinisse**, however, 
believes that convalescent serum in mumps is 
not specific and that certain experiments indi- 
eate that normal serum would be just as ef- 
fective. 

What is the best treatment of orchitis once it 
has developed and what can be done to prevent 
subsequent testicular atrophy? The methods 
most commonly employed are the application of 
eold and the elevation and support of the testi- 
cles. Numerous local applications, e. g., turpen- 
tine, ichthyol, belladonna, lead and opium and 
the cautery have been used. Internally, jabor- 
andi, sodium salicylate, mereury and lead have 
been advocated. Internal medication in orchitis 
is quite unsatisfactory. 

The investigators mentioned above who favor 
the use of diphtheria antitoxin and those who 
favor the use of convalescent mumps serum as 
means of preventing the development of orchitis 
believe also that these means, if employed early 
in orchitis, will help to prevent subsequent 
testicular atrophy. I think it is safe to say 
that the work done thus far has been insufficient 
to establish the truth of the matter conclusively. 
Fougerousse”® treated 20 cases of mumps at the 
Great Lakes Naval Training Station, Illinois, 
with diathermy, using a Corbus clamp, 30 
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minutes daily, care being taken to avoid ex- 
cessive heat. Practically all pain subsided with 
the first treatment, the progress of inflammatory 
changes was arrested and resolution was greatly 
hastened in all cases. However, we do not know 
the amount of testicular atrophy several months 
later, nor do we know whether any eases of 
sterility resulted. 

Probably the most promising method known 
at present to prevent or lessen testicular atrophy 
following severe mumps orchitis is incision of 
the tunica vaginalis and multiple incisions of 
the tunica albuginea to relieve pressure by al- 
lowing the eseape of fluid. This procedure also 
controls the pain. In mild cases an incision 
through the tunica vaginalis is all that is re- 
quired. 

It should be mentioned that the testes are not 
the only genital organs that may be-affected in 
mumps. Destruction of the epididymis and vas 
deferens, atrophy of the prostate and Cowper’s 
glands may also occur but these conditions are 
much more unusual in mumps than in gonor- 
rhea. 


SUMMARY 


1. Sterility due to testicular atrophy follow- 
ing mumps orchitis is not so exceedingly rare 
as some investigators have claimed. 

3. Sterility due to this cause is often present 
without any loss of sexual desire or potency 
and without any abnormality of secondary sex 
characters. 

3. In eases of incipient mumps the use of 
mumps convalescent serum with a view to les- 
sening the severity of the disease and of avoid- 
ing orchitis is well worth a trial. 

4. In severe eases of orchitis with marked 
testicular enlargement incision of the tunica 
vaginalis with multiple incisions of the tunica 
albuginea should be performed so that testicular 
atrophy may, if possible, be prevented or les- 
sened. 

5. Further work should be done on the use 
of mumps convalescent serum as a preventive of 
orchitis; on incision of the tunica vaginalis and 
tunica albuginea and on diathermy as methods 
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of preventing or lessening testicular atroph 
following mumps orchitis. "a 
6. More cases of those who have had bilateral 
mumps orchitis should be studied with especial 
reference to the presence of spermatozoa so that 
a more nearly accurate idea may be arrived at 
as to the frequency of sterility due to this cause. 
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PROGRESS IN DERMATOLOGY 


BY HARVEY P. TOWLE, M.D.,* 


Ligut THERAPY 


HE various forms of light continue to be 
under scrutiny by the medical profession 
including under that term the x-ray, radium and 
the ultra violet light. As yet, with the excep- 
tion of the commercial exploitation of the x-ray 
as a depilatory, neither the x-ray nor radium 


*For record and address of author see “This Week’s Issue,”’ 
page 1278. 
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are used outside the profession which is, of 
course, just as it should be. 


Recently the commercial use of the x-ray by 
lay firms for the removal of superfluous hair has 
been brought to the notice of the profession in 
a somewhat startling manner by a number of 
eases of atrophy and telangiectases. 

The usual story has been that the patient 
consulted some lay firm concerning her growth 
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ne 
of hair. She was charged a flat sum for a cer- 
tain number of treatments and was given some 
form of guarantee as to success. 

At first no ill results were to be seen. As is 
true of most x-ray injuries, it was only after 
about two years had elapsed that it was discov- 
ered that all was not well with the skin. 

In the medical field even a cursory inspec- 
tion of the literature furnishes abundant evi- 
dence that the use and the action of the 
Roentgen ray are still matters of earnest study. 
To those who have watched the development 
of this specialty from the early days, when the 
hard rays of today were unknown, any proposal 
to return to the use of the soft Roentgen rays 
carries with it considerable interest. 

Ellis and Anderson (Arch. Phys. Ther., 
X-Ray and Radium, Dee. 1927, p. 611) ask if 
the supersoft Roentgen ray will replace the 
Roentgen rays in the treatment of skin dis- 
eases. They consider this very soft radiation 
of long wave lengths to be interesting because 
of its therapeutic possibilities in the dermato- 
logie field. These rays, they say, are almost 
entirely absorbed by the tissues, that is, by the 
skin, to the depth of about 2 millimeters. The 
soft rays differ from the hard in that the former 
produce erythema more rapidly; give greater 
pigmentation; do not epilate; do not penetrate 
so deeply; and create a very early drop in the 
leucocyte count which rapidly returns to nor- 
mal. The soft rays resemble the hard in that 
they both produce latent erythemas, in that 
both may produce pain after marked erythema 
doses and in that in both the effect is cumula- 
tive. 

Eller and Bucky, writing in the Archives for 
Dermatology and Syphilis (Feb. 1928, p. 221) 
speak of these rays as the ‘‘Grenz’’ Rays or 
Infra-Roentgen. They gave the name ‘‘Grenz”’ 
to them because their wave length places them 
between the Roentgen and the ultra-violet rays. 
In this article they compare the grenz rays with 
the ultra violet to the advantage of the former. 
Given the factors of 8000 volts, 8 milleamperes 
and a target distance of 6 em. they consider a 
unit dose to be an exposure of 3 minutes which 
on the flexor surface of an extremity of a young 
adult brunette produces within 24 hours an 
erythema. 

The writers tested out the supersoft rays in 
a great variety of skin diseases, thirty-five in 
fact. As might be expected their best results 
were obtained in the more superficially seated 
affections, such as, dermatomycosis, seborrhoeic 
dermatitis, dermatitis herpetiformis, basal cell 
epithelioma, ete. 

Two years after treatment they had observed 
no harmful effects from which they conclude 
that the supersoft Roentgen ray has a greater 
margin of safety than the hard ray. Neverthe- 
less, it is their further opinion that, while the 
Supersoft ray will find a place for itself in the 








treatment of diseases of the skin, it will not re- 
place the Roentgen ray as it is used at the pres- 
ent time. 

A. Dognon (Arch. Phys. Ther., X-Ray and 
Radium, Feb. 1928) also has made some investi- 
gations which may later be found to have prac- 
tical value. As a result of his experiments he 
puts out the opinion that warmth increases the 
potency of the x-rays. 

If, for example, a thick, heavy patch of 
psoriasis was to be treated he would first in- 
crease the temperature of the skin before the 
exposure expecting thereby to increase the sus- 
ceptibility of the patch to the action of the rays. 

In further line with these studies of the 
technic of x-ray therapy may be placed Finken- 
rath’s observations as to the effects of a com- 
bination method of x-ray and ultra violet radia- 
tion (Strahlentherapie, 1927, 25, 591). His 
conclusions are unfavorable to the combination 
for, he says, his experience confirms MacKee’s 
that the ultra violet ray increases the harmful 
effects of the x-ray. He reports a case in which 
a simultaneous exposure was followed by a 
severe erythema and ulceration. 


Along with such studies of the technic of the 
X-ray various therapeutic experiments are be- 
ing conducted and reported. In the last re- 
view (Dee. 1927) mention was made of the 
use of the x-ray in the treatment of that ob- 
stinate, itching disease, lichen planus. Since 
that time further reports have been made. 

Gougerot and Carteaud (Bull. Soc. Franc. de 
Dermat. et Syph. Jan. 1928) have reported their 
conclusions drawn after further experience. It 
is their opinion 


(1) that the application of the x-rays over 
the spinal nerves to cases of relapse gives only 
temporary and incomplete relief; 

(2) that if an irradiated area of lichen 
planus becomes worse, local x-ray therapy yields 
only temporary and incomplete effects; 

(3) that isolated and discrete papules of 
the disease may appear over pigmented areas 
after spinal irradiation with other papules in 
the surrounding skin; 

(4) that about the sacral areas treated there 
may appear many confluent papules and within 
the treated area many discrete papules; 

(5) that there may be a manifest regression 
of the disease in and about the pigmented ir- 
radiated areas coincidently with a return of the 
eruption on the extremities. 


Neumalik and Krynski (Ann. de Dermat. et 
Syph. March, 1928) report happier results in 8 
cases treated both with filtered and unfiltered 
rays. Usually, more than one treatment was 
required. In 3 eases, they report a cure; in 3, 
a definite improvement; in one ease, verrucous 
type, no result. 

Cedercrentz would seem to confirm the con- 
clusions of Gougerot and Carteaud that raying 
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of the spinal nerves may precipitate an erup- 
tion on previously exempt regions. (Urologic 
and Cutaneous Review, Jan. 1928) Cedercrentz 
rayed the spinal cord over the dorsal area (Why 
dorsal area?) through an aluminum filter. The 
eruption disappeared from the arms but was 
followed by the appearance of a typical lichen 
planus eruption over the rayed area which had 
previously been free from all eruption. Then 
an exposure of filtered rays to the sides of the 
trunk served to cause this fresh eruption to 
disappear. Cedercrentz goes on to say that in 
his experience with the filtered ray he has not 
obtained uniformly good results for not every 
case responds favorably to the treatment. 


Maderna has, after the manner of treating 
lichen planus by irradiation of the spinal sym- 
pathetic ganglia, logically used the same method 
in eases of dermatitis herpetiformis (Riforma 
Med. Apr. 16, 1928). He reports that twice by 
irradiation of the interscapular region and of 
the lumbo sacral region he has succeeded in im- 
mediately stopping the pruritus and, by a sub- 
sequent exposure, completely clearing up the 
eruption. And but these two treatments were 
necessary. 


Of course the employment of the x-ray in 
the treatment of psoriasis is not in itself new. 
But, of late, the discussion of the rdle of the 
thymus in the production of dyskeratotic dis- 
eases of the skin has led a number of men to 
try raying the thymus for the cure of psoriasis. 
One of the latest of these is Dr. R. C. Jamieson 
who reports his results (Arch. of Derm. and 
Syph. July, 1928). In 50 eases of psoriasis, 
Jamieson used a filtered ray over the thymus. 
He reports that 2 cases (4%) were cured al- 
though the response to the treatment was neither 
rapid nor striking. 17 cases (34%) were tem- 
porarily improved. 28 cases (56%) were en- 
tirely unaffected by the treatment. On the 
basis of these scanty favorable results Jamieson 
recommends consideration of this method of 
treatment. 


We have seen that after the use of the x-ray 
as a depilatory the ill effects, as a rule, are not 
obvious until the second year or later. Michael 
now reports (Arch. of Derm. and Syph. May, 
1928) on the use of the x-ray in the treatment 
of acne vulgaris saying that all patients treated 
were followed up for at least a year and that 
no permanent ill effects were discovered. 


Another use for the x-ray is in the treatment 
of plantar warts. H. H. Hazen has just re- 
ported (Arch. of Derm. and Syph. May, 1928) 
157 consecutive cases. 136 were treated with 
the x-ray alone of which number 112 were 
eured. Only 8 failures were reported. 6 cases 
were treated with radium and 15 with radium 
and x-ray combined. 16 of the 21 were cured 
by this combination method. 








GOLD 


One of the latest lines of investigation jn 
dermatology has to do with the therapeutic use 
of one or another of the salts of gold. The 
past year has added something to our knowl. 
edge of its successes and failures, to its dan. 
gers and to its technic. Just now the gold treat. 
ment is under fire. Some say that it is every. 
thing that is claimed for it. Others say it is 
quite the opposite. The truth probably lies be. 
tween. The mode of administration is by in. 
travenous injection. 


Abramowitz demonstrated before the New 
York Academy Section of Dermatology (Arch. 
of Derm. and Syph. Feb. 1928) a ease of Ba- 
zin’s disease (Erythema Induratum) which was 
cured by intravenous injections of sodium auro- 
thiosulphate. Abramowitz said that improve- 
ment was noted after the fourth injection. 
After fourteen injections all lesions had disap- 
peared. 

Dr. Paranongian presented two cases of Lupus 
Erythematosus before the Manhattan Derma- 
tological Society (Arch. of Derm. and Syph. 
May, 1928) which had been treated with a gold 
compound. In the first case there was an al- 
most entire disappearance of the disease after 
14 injections. In the second case, there was sub- 
stantial improvement after 13 injections. 


Dr. Clark presented to the New York Derma- 
tological Society (Ibid, May, 1928) a ease of 
erythema induratum which was cleared up after 
18 injections given at biweekly intervals. Dur- 
ing the course of treatment it became neces- 
sary to use sodium thiosulphate because of an 
itching and a dryness of the skin which had 
developed. 

An abstract of the paper (Arch. of Derm. 
and Syph. May, 1928) of B. Saenz indicates 
that Saenz has had considerable experience with 
the gold method. He reports 21 cases treated 
of which 15 were cured, 3 lost to sight, 3 unin- 
fluenced. This is an extraordinary result, 71% 
of cures, a percentage hitherto undreamed of in 
this most intractable disease. Moreover Saenz 
says that he saw no untoward reactions. 

As opposed to these reports just given in 
which no untoward results were observed or 
in which the percentage of cures exceeded any- 
thing previously reported is an equal number 
of reports which are less optimistic. 

Oscar Kiess (Derm. Wchnsch. Jan. 28, 1928) 
writes that as a result of the gold therapy there 
resulted gases of cutaneous disturbance re- 
sembling those following salvarsan therapy. 

Kiess mentions such sequelae as erythroderma 
(dermatitis exfoliativa), psoriasis, and bullous, 
hemorrhagic, purpuric, zosteriform, urticarial 
and other types of eruption. He describes the 
ease of a woman with lupus vulgaris who de- 
veloped an eruption which clinically resembled 
pityriasis rosea. It finally cleared up but left 
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behind pigmentation on the sites of the previous 
lesions. She received seventeen injections of 
gold compound (Aurophos) over a period of six 
weeks, combined with treatment with the quartz 
lamp. The dosage was raised gradually until 
she received in the last two doses 0.225 gm. and 
0.2275 gm., respectively, given at four day in- 
tervals. These are comparatively large doses 
and the intervals are comparatively short. It is 
these factors which Kiess accuses of being the 
cause of the eruption. 


Throne tried out the gold therapy in a case 
of psoriasis. The disease conditions were seem- 
ingly aggravated for new lesions appeared with 
also the development of pruritus. (Arch. of 
Derm. and Syph. Feb. 1928, Report of Brooklyn 
Dermatological Society.) An examination of 
the blood at this time revealed a _ perverted 
chloride chemistry and a comparatively high 
sugar content. Throne believes that these 
changes in the blood indicate a retention of the 
metal. 

Alderson and Way also note an unusual re- 
action occurring during the use of intravenous 
injections of gold and sodium thiosulphate in 
the treatment of a case of lupus erythematosus. 
After the 4th injection a pale transitory ery- 
thema appeared on the neck and arms. Within 
24 hours after the 5th injection there was 
pyrexia, angina and a generalized erythema 
over the whole body together with an accentua- 
tion of the lupus erythematosus lesions. Just 
below the elbow there appeared immediately a 
purpura involving the arm from the tourniquet 
region to the finger tips which did not clear 
up for two weeks. The lupus lesions disap- 
peared meantime. 


Jager et al (Arch. Fur. Dermat. und Syph. 
Vol. 154, No. 1, 1928) present a report of more 
serious complications than those just recited. 
A patient with psoriasis had previously been 
treated with arsenic. Jager gave her injections 
of Triphal, a gold preparation. After the fifth 
injection (of 0.1 gm.) a faint, itching erythema 
appeared on the backs of the hands and fingers. 
After the sixth injection (the same dose, 0.1 
gm.) a generalized, moist dermatitis appeared 
which involved even the scalp. Atrophie liche- 
noid lesions with dark pigmented borders and 
keratotic areas became apparent. Metrorrhagia, 
hemorrhages into the skin, bleeding from the 
mucous membranes and gastro-intestinal tract 
also occurred with collapse necessitating blood 
transfusion. The blood picture showed an in- 
crease in lymphocytes and a decrease in the 
platelets. Later the keratoses disappeared but 


the pigmentation remained. Ten months later 
the pigmentation of the face had cleared some- 
what but otherwise there was no change. Shiny, 
lichenoid, atrophic lesions with hyperpigmenta- 
tion occurred everywhere except on the chest and 
back. A biopsy made one month after the last 








injection showed that the pigment was a de- 
posit of gold which was identified by chemical 
means. 

Pautrier demonstrated before the Strassburg 
Society a case of psoriasis which he had treated 
with Thiochrysine The dose given was from 
0.005 gm. to 0.10 gm. at five day intervals. <At 
first the psoriasis was improved but a few days 
later became worse. The patches present be- 
came more scaly and a fresh eruption appeared 
on the trunk which later spread until nearly the 
whole body became the seat of a generalized 
exfoliative dermatitis. Pautrier was much 
struck by the resemblance of this case to cases 
of arsphenamin poisoning. 

It will easily be gathered from these papers, 
which are but a representative few of the many 
on this topic, that the gold therapy has its dan- 
gers. Very evidently it cannot be employed 
without thought. It is alse evident that, in 
many instances, gold does influence Lupus Ery- 
thematosus more favorably than any remedy 
which we have known before even though it 
does not always cure and even though it seems, 
just now, that its good results may not be per- 
manent. 


THE RELATION OF THE ENDOCRINE AND VEGETATIVE 
NERVOUS SYSTEM TO THE PRODUCTION OF DIS- 
EASE IN THE SKIN 


Dermatologists are watching with much in- 
terest, the developments in the field of endo- 
erinology and of the vegetative nervous sys- 
tem, not necessarily because these are often be- 
lieved to be the direct cause of disease of the 
skin but rather because dermatologists are, like 
the rest of the medical world, becoming slowly 
convineed that in disturbances of the endocrine 
system or in disturbanees of the vegetative nerv- 
ous system may often be discovered the founda- 
tions on which subsequent disease has developed. 
It is this widened appreciation which leads us 
to consider such studies as H. J. John has made 
on the carbohydrate metabolism in hyperthy- 
roidism (Hndocrinology, Nov.-Deec. 1927). They 
have a direct connection with such observations 
as B. Usher has made of the relation of the 
carbohydrate metabolism to eczema. (Arch. of 
Derm. and Syph. Sept. 1928.) 

John states that there is no specific dextrose 
tolerance curve for hyperthyroidism but thy- 
roidectomy lowers the total metabolism and in 
consequence improves the carbohydrate toler- 
ance. He, moreover, believes that hyperthy- 
roidism plays a fundamental etiologic réle in 
the disturbance of the endocrine equilibrium 
which constitutes the diabetic syndrome. Pa- 
tients with hyperthyroidism, in whom a frank 
diabetic condition of severe type is not present, 
but merely a mild degree of disturbance of the 
carbohydrate metabolism, John considers to be 
‘*funetional’’ diabetics. The administration of 
thyroid to these, he says, is not without danger, 








——s ALAM A REEL IAEA SAR AY NS I it EERE Ret PLEA PYTBE LAL ALLE: — eee mee Se era eae ne oe ee ee ere 








1268 PROGRESS IN DERMATOLOGY—TOWLE AND GRUND 





When considered, therefore, in conjunction 
with John’s paper, Usher’s studies acquire 
added significance. Usher examined 106 cases 
of eezema of which he found that 54.7% had 
some degree of disturbance of the carbohydrate 
metabolism. Rabinowitch obtained about the 
same figures in a study of 713 non-diabeties. 

Usher found 40.5% of his eezematous patients 
had a delayed assimilation with or without a 
diminished carbohydrate tolerance as compared 
with 20% in a non-eezematous group. 

Carrying his investigations further, Usher 
tested out the theory advanced by Jaeger, Bloch 
and others that eezematogenie skins will react 
to external irritants much more frequently than 
will normal skins. Since most of the previous 
experiments had been made with turpentine, 
Usher also used turpentine. He listed a series 
of 66 normal eases. 9% gave a positive reac- 
tion. On the other hand, in a series of 80 cases 
of eczema he obtained a positive reaction in 
45%, that is, five times as frequently as in the 
non-eezematous cases. In 34 of these positively 
reacting cases he found a definite external irri- 
tant. 63.5% of these reacted positively to the 
skin test with turpentine. 

The carbohydrate metabolism was altered in 
56.3% of the series. Curiously, when these 
cases were put on a low carbohydrate diet, the 
test percentages were not materially altered. 

Usher continued his study of the influence of 
the disturbed carbohydrate metabolism in still 
another direction. It had been stated that hu- 
man sweat is a good culture medium for bae- 
teria in the presence of blood sugar. Usher’s 
results confirmed the report. He found that 
sweat was a good culture medium and that bae- 
terial growth varied directly with the amount 
of sugar. He believes that, at least, sometimes, 
pathogenic organisms normally present on the 
skin become activated in the presence of a dis- 
turbed carbohydrate metabolism and so create 
effects. 

It may be added here apropos Usher’s con- 
clusion that a very sizeable percentage of 
eezemas are of external origin, that reference 
has already been made in these Reports to Dr. 
William Allen Pusey’s paper on the External 
Origin of Eezema delivered three years ago be- 
fore the Springfield (Mass.) Academy of Medi- 
cine, 

We have seen from the above articles that 
hyperthyroidism favors carbohydrate intoler- 
ance (John); that carbohydrate disturbance 
favors eezema (Usher); that in the presence of 
such disturbance, the skin reactivity is often 
increased; and that bacterial activity on the 
skin is favored in direct proportion to the 
amount of sugar in the sweat. 

Cammidye’s article (Lancet, Dee. 31, 1927) 
carries the trail of the etiology of eezema back 
a step farther for he says that in dextrinuria 





we possess the means of detecting early defects 
of carbohydrate metabolism. 

The article by Lewis, Grant and Marvin 
(Heart, Lond., Dee. 21, 1927) also bears upon 
the etiology of eczema. These investigators 
studied the ‘‘ Vascular Reactions of the Skin to 
Injury’? and concluded that certain physical 
stimuli provoke vascular reactions in the skin 
by releasing, locally, a chemical substance that 
acts directly on the vessels and nerve endings, 
It is shown further that the sensory nerves 
which ordinarily convey the reflex from skin 
area to skin area take a subcutaneous not a 
cutaneous course. Histamine, they say, irri- 
tates the sensory nerve endings and eauses iteh- 
ing or an urticarial response. Harris (Ibid., 
Dee. 21, 1927) confirms this last observation. 
He has found that alcoholic extracts of the skin 
contain histamine. 

On the other hand, because warm baths are 
used so much in the treatment of dermatologic 
affections, it is interesting to learn that, accord- 
ing to A. Simo (Wein. Klin. Wehnschr., Mar. 
22, 1928) warm baths stimulate the vegetative 
nervous system through the skin; that they 
heighten the lability of the blood vessels, lower 
blood pressure, alter the cardiae rhythm, 
change the blood picture and _ electrolyte 
metabolism. 

In view of the frequent administration of 
ovarian extracts it is interesting to know that 
in a study of 150 cases of various functional 
disturbances of the ovary Hornung (Zentral- 
blaté f. Gym., Nov. 19, 1927) found that the 
ovary did not regularly exercise any direct in- 
fluence either on the basal metabolism or on the 
specific dvnamie action of food stuffs. 

MISCELLANEOUS 
Transmission of Protein Sensitiveness 

One of the mysteries has been why an infant, 
coming in contact with some food substance for 
the first time, should develop an allergic reac- 
tion. Ratner, Jackson and Gruehl have made a 
systematic study of the problem and_ have 
reached some very interesting conclusions. 
(J. Immunol., Nov. 1927.) First, they demon- 
strate the fact that the human placenta is per- 
meable to heterologous substanees. Second, 
they proved that the colostrum does not carry 
immune and other substances. Third, they 
proved that the mother’s milk does not carry 
the sensitizing substances. Finally, they found 
it possible to sensitize the fetus in utero. It 
was found that the symptoms of hypersensitiza- 
tion could not be elicited immediately after 
birth but only after a certain length of time had 
elapsed. Then, however, the signs of hypersen- 
sitiveness invariably presented themselves. 
Dermatophytosis 


Fred B. Weidman, writing again on this top- 
ie (J. A. M. A., Feb. 18, 1928) says that a great 
rariety of organisms is concerned. Altogether 
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in the United States no less than fifteen species, 
belonging not alone to the hypomycetes but 
also to the yeasts, have been described. He 
says that it appears that pathogenic yeasts are 
present on normal skins and that some addi- 
tional, predisposing factor is necessary for them 
to invade the skin. Warmth, moisture, abra- 
sions and individual predisposition all play a 
part in the production of manifestations. As 
to etiology, Weidman says that the toe cases are 
probably acquired in bath rooms, gymnasiums 
and turkish baths. The highly strung man of 
affairs, who perspires readily, is much more pre- 
disposed than the phlegmatie laborer. He fur- 
ther believes that many cases of ringworm of the 
toes are fully cured, that the fungus is com- 
pletely eradicated and that the so-called 
obstinacy of the disease refers to recurrence 
of infection. 


Erysipelas 

Birkhaug (J. A. M. A., June 23, 1928) 
writes of bacterial allergy to streptococcus 
erysipelatis in recurrent erysipelas. As _ he 
puts it, the frequency of recurrent attacks 
of erysipelas, combined with the difference in 
intensity and duration between the primary at- 
tack and the relapses supervening at short in- 
tervals, are factors which recently have sug- 
gested the existence of a state of bacterial al- 
lergy to account for the transitory duration of 
active immunity in erysipelas. Birkhaug dem- 
onstrated in 1927 that, during the acute attack 
of erysipelas, the patient’s blood serum and 
urine contain a toxie substance identical with 
that produced in vitro by streptococcus erysipe- 
latis. This toxie substance is completely neu- 
tralized by the erysipelas anti-toxin. Within 
six to ten days this toxin disappears from the 
patient’s blood and is replaced by a rapid con- 
centration of antitoxin. Birkhaug also demon- 
strated the fact that so long as the toxin re- 
mained in the serum the skin was hypersensi- 
tive to intradermal injections of the erysipelas 
toxin but that with the disappearance of the 
toxin and the appearance of the antitoxin this 
hypersensitiveness disappeared. Simultaneous- 
ly, the streptococcus erysipelatis disappears 
from the lymph spaces. 

It follows that the presence of toxin in the 
blood serum and a skin hypersensitive to its 
intradermal injection spells an acute attack 
whereas a non-sensitive skin, the presence of 
antitoxin and the absence of toxin and of the 
coccus means that the attack is over and the pa- 
tient immunized for the time being. Studying 
attacks of recurrent erysipelas, Birkhaug found, 
as was to be expected if his hypothesis was cor- 
rect, that the specific antitoxins had completely 
disappeared. This was discovered to happen as 
soon as six weeks after the last attack when the 
circulating toxins and a hypersensitive skin had 
both returned. 





Birkhaug tested out his theory, clinically, by 
injecting 63 patients having recurrent erysipe- 
las with erysipelas antitoxin produced in horses 
by repeated injections of the toxic filtrate of 
streptococcus erysipelatis. In general, the results 
of immunization were good. The temperature 
dropped promptly. The signs of disease dis- 


appeared. ater injections were followed by 


signs of systemic intoxication which soon cleared 
up. Immunity against future attacks was con- 
ferred. In six eases loeal reactions oceurred at 
the sites of previous disease which simulated 
erysipelas. 


Measles 

Stimson has described a new sign for the 
early diagnosis of measles. (J. A. M. A., Mareh 
3, 1928.) It is not generally known, he writes, 
that it is possible to diagnose an attack even 
before the appearance of the Koplik spots. He 
has discovered that some hours before the Kop- 
lik spots are visible there appears what he calls 
a measles line on the lower lid. He describes: it 
as follows. Following the onset of fever, a 
slight puffiness of the lower lids may be notice- 
able and there may also be found a fairly defi- 
nite line of congestion across each lower lid, 
about at the margin of the tarsal cartilage and 
perhaps a third of the way from the lid margin 
to the fornix. As Stimson has seen his eases of 
measles develop, fever has been the frst sign. 
About twelve hours later puffiness of the lower 
lid and the measles line appear. Twelve hours 
later still the Koplk spots first appear. 


Phenobarbital 


Luminal is so frequently used in medicine 
that it is well to remember that it may some- 
times cause manifestations of intoxication in the 
skin. MeMenniger (J. A. M. A., July 7, 1928) 
has encountered luminal eruptions in 3 eases 
out of 400 studied. The eruptions varied from 
a simple urticaria to a searlatinal maculo- 
papular type which offered some difficulties in 
differential diagnosis. 


Angioneurotic Edema and Urticaria 

Menagh reports the results of a study of 260 
eases (J. A. M. A., Mar. 3, 1928). For the pur- 
pose of his study he makes no distinetion be- 
tween the two diseases but assumes that they 
are the same process, involving, in the ease of 
urticaria, the superficial layers of the skin and, 
in the case of angio-neurotie edema, the subeu- 
taneous tissues. The point of view from which 
his observations are made is that the disorder 
is allergic and that in every ease there is a 
definite etiology. 

Assembling his data, he found that of his 260 
cases, 35.3 per cent. were in males and 64.6 per 
cent. were in females. 32.6 per cent. gave a 
family history of allergy. The age incidence 
was about the same as for bronchial asthma, the 
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bulk of his cases occurring between the ages of 
30 to 50. 

Skin tests were made for allergy to foods, 
animal emanations and poliens. The foods most 
often reacting positively were wheat, milk, eggs 
and white potatoes. Nine patients were hyper- 
sensitive to orris root, a common ingredient of 
face powders. 

Menagh then goes on to say that, because 
these cases have reacted to certain proteins, 
these proteins are not necessarily the cause of 
the symptoms. In fact, further study proved 
that the proteins played a part in the etiology 
in only 11.2 per cent. of the cases and even then 
only a partial réle. Other explanations of the 
eruption were found in another 30 per cent., 
leaving about 60% in which there was no clue 
to the etiology. A study was made of this large 
group. 

Because of the history and of the gastro-in- 
testinal symptoms, suspicion was directed par- 
ticularly to the biliary tract. 48.8 per cent. of 
this group showed no etiology except in the 
biliary tract while 11.2 per cent. more showed 
etiological factors involving food and other pro- 
teins as well as the biliary tract. In other 
words, 60% of the cases, seemingly without a 
clue as to their origin, were found to have dis- 
turbances of the biliary tract either alone or in 
combination. Therefore, it seemed to Menagh, 
that the biliary tract played an important part 
in the causation and that if protein absorption 
was the cause of the disease, the source of the 
protein was probably to be found in the bacteria 
of the tract. Cultures were made of which 83.5 
per cent. were positive. Skin tests of these gave 
positive reactions in 73.3 per cent. 

Treatment was directed toward the biliary 
tract when this was involved and toward the re- 
moval of active foreign proteins when these 
were responsible for the symptoms. In those 
eases in which the results are known 45.2 per 
cent. showed complete recovery; 38.6 per cent. 
showed improvement ; 16.3 per cent. was not im- 
proved. 


Soap 

Reasoner and Gill have made a study of the 
bactericidal potency of the various soaps which 
is of especial value to dermatologists and to 
surgeons. They corroborated Walker’s work 
done with chemically pure soaps made in the 
laboratory. Walker found the potassium soaps 
to be the most soluble and also that the bacterial 
activity of soaps increases directly with their 
solubility. Moreover, heat increases the effect. 
It was found that pure soap made from laurie, 
myristic and palmitie acids are about equal in 
their effect on the pneumococcus, streptococcus, 
meningococcus, gonococecus and the bacilli of 
diphtheria and typhoid but that they have lit- 
tle effect on the staphylococcus. Cocoanut oil 
soaps have the highest germicidal powers of any. 
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The stearates showed little activity probably be. 
cause they are less soluble. 

The antiseptic action of soap is best obtained 
when it is applied as a lather and then allowed 
to dry. Rinsing immediately reduces the germi. 
cidal action about one-fifth. Also the germicidal 
action is less if the soap is used without rubbing 
and lathering. So far as toilet soaps are eon. 
cerned the writers found them to be about alike 
as regards germicidal action. 





TREATMENT 


Varicose Ulcer 


Colebrook (Lancet, May 5, 1928) treated 
varicose ulcers by irradiation with and without 
Unna’s paste. He found the effect of the light 
was markedly inferior to the Unna paste. 


Burns 


R. M. Gordon (Lancet, Feb. 18, 1928) extols 
the virtues of tannic acid in the treatment of 
burns. He cites the case of a child of two who 
was so severely scalded that its life was des- 
paired of. Bronchitis and, later broncho-pneu- 
monia set in, yet, in spite of these handicaps, 
the child recovered. Gordon gives the credit to 
tannie acid. The method of treatment was to 
dip strips of gauze in freshly prepared 2% solu- 
tion of tannic acid which were laid over the 
surface. These were then loosely bound ‘on. 
The dressing was kept moist by frequent sprink- 
lings with the solution. Gordon says that the 
loss of the body fluids was minimized by the as- 
tringency of the tannic acid and the surface of 
the wound remained perfectly dry until the 
healing processes had loosened the coagulum. 


Infantile Eczema 


Scheer uses hydrochloric acid milk in the 
treatment of the exudative diathesis in babies. 
He reports six eases cured in from two to four 
weeks. He prepares the milk as follows: To 
250 ¢.c. of cool, boiled milk is added, drop by 
drop and while stirring, 10 ¢.e. of normal hydro- 
chlorie acid and from 15-25 gm. of cane sugar. 


Epilation with Thallium Acetate 

This method of treatment as a means of cure 
in tricophytosis of the scalp has recently been 
receiving considerable attention. Felden has 
reported a series of 47 cases of ringworm treat- 
ed by this method (Arch. of Derm. and Syph.) 
The dose has to be ealeulated very exactly, just 
so much thallium to each kilogram of body 
weight. Felden administered by mouth 0.008 
gm. per kilogram. Thirty-six of the forty-seven 
eases, he reports, were cured by one dose. In 
50 per cent. of the cases the hair fell sponta- 
neously. In others, the fall had to be supple- 
mented by the use of strips of adhesive plaster 
laid upon the scalp and then stripped away 
bringing the hairs with them. The process is 
entirely painless, he says. He found thallium 
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not entirely dependable as there were cases in 
which it produced only partial epilation. 
Usually, the fall, in the successful cases, began 
about the eighteenth day. He had no cases in 
which the hair did not return although others 
have reported such unfortunate results. 


Felden gives certain precautions to be ob- 
served in the use of thallium. He cautions 
against giving it to patients in whom there is a 
marked discrepancy between age and weight. 
For such the treatment is unfit. Neither should 
the drug be given to adults in full dosage nor to 
children approaching puberty because of its 
serious toxicity. Likewise he says that a repeti- 
tion of the dose in less than two months is dan- 
gerous. Like Appel, he cautions the physician 
to administer the dose himself and to assure 
himself that no undissolved salt remains in the 
glass. Finally, Felden directs that thallium 
should be given on an empty stomach. 


Intertrigo 

Sabouraud has put out a new treatment for 
mycotic intertrigo (Medicine, Paris, Nov. 1926). 
He makes an alcoholic solution of iodine 1: 100. 
In this he soaks a wad of cotton and holding the 


wad in a pair of forceps, he scrubs the infected 
region vigorously after having first removed the 
seales. For a minute burning follows but quick- 
ly quiets down. The scrubbing is repeated 
daily. After the application of the iodine, he 
uses an ointment made up of Benzoie Acid, 
Zine Oxide aa 1 gm. in Petrolatum 30 gm. For 
a stronger application he uses Benzoie Acid 3 
gm., Salicylic Acid 3 gm. in Petrolatum 30 gm. 





Lupus Vulgaris 


Beatty treated Lupus Vulgaris with a potash- 
phenol mixture which he found most satisfac- 
tory (Brit. Med. J., Jan. 14, 1928). In a wide 
mouthed bottle is placed a 50% solution of 
potassium hydroxide, 25 ¢.c., precipitated cal- 
cium carbonate 1 gm., and phenol 1.5 cc. The 
lupus area is swabbed with this preparation 
until the lupus nodules show out as purple 
spots. When the purple spots become well 
marked the treatment is stopped. The treated 
area is now covered with a piece of gauze spread 
with a paste consisting of equal parts of sali- 
eylic acid, sodium salicylate and cane sugar to 
which enough glycerin has been added to make 
a soft paste. The whole is then carefully cov- 
ered with adhesive plaster. It is important 
that this dressing should be made impervious 
as otherwise the treatment fails. Twice a week 
the dressing is renewed. In most eases, healing 
takes place in about four weeks and without 
trace of the previous lupus nodules. The pot- 
ash-phenol is used after the first thorough ap- 
plication only to touch up such nodules as are 
not destroyed by the first treatment. 


Muslin Dressings 


Simon (Paris Med., Jan. 21, 1928) has re- 
vived the use of muslin dressings because of 
their cleanliness and ease of application. He 
used five different kinds, zine paste muslin, a 
weak reducing ointment, a strong reducing oint- 
ment, a very strong reducing ointment and a 
yellow oxide of mercury ointment in such dis- 
eases as eczema, psoriatic hyperkeratosis and 
impetigo with better results, he claims, than 
with the usual methods. 





A MERRY WAR 


‘A leading cigarette manufacturing concern has 
been advertising its product as an aid to health and 
claims that cigarettes may be substitutes for sweets, 
using alleged testimonials signed by celebrities to 
support its contentions. 

Per contra representation of national food indus- 
tries at a meeting held in New York, November 23, 
1928 claims that the statements made by the cigarette 
company are unfair and untruthful and a campaign 
has been started to place before the public informa- 
tion which will offset the claims of the cigarette com- 
pany. ; 

When the smoke of battle shall have been cleared 
away perhaps both cigarettes and sweets will be 
more generally regarded as harmful if used unwisely. 

The medical profession can give convincing testi- 
mony if it enters the lists. 





SMALLPOX IN MASSACHUSETTS 


Two cases of smallpox have been reported from 
Neponset. Vaccination of contact cases has been 
thoroughly done. There is little fear of a generai 
epidemic but Dr. Mahoney advises all who have not 





been vaccinated within five years to attend to this 
precautionary measure. 

The disease was probably brought from Brunswick, 
Maine by a man who recently made a visit in that 
town. 





TULAREMIA IN AN ADJOINING STATE 


The Department of Health of New York City re- 
ports the discovery of a case‘of tularemia in New 
York State from handling of a wild rabbit. 

Our State Department of Public Health has warned 
the people of Massachusetts of the possibility of the 
appearance of the disease. New York rabbits can 
easily invade Massachusetts. All who skin, dress or 
eat wild rabbits should exercise caution. Even the 
use of rubber gloves by handlers of rabbits has not 
been an adequate protection as shown by the experi- 
ence of laboratory workers in the U. S. Public Health 
Service. Unexplained pustules with enlargement of 
axilliary and epitrochlear lymph nodes should be 
regarded with suspicion. If the port of entry is the 
digestive tract there may be little external evidence 
of the disease. Cases of indefinite typhoid symptoms 
warrant careful study. 
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CASE 14441 


A YOUNG GIRL WITH CHRONIC 
DIARRHEA 


Mepicat DEPARTMENT 


A Portuguese-American girl of eighteen, for- 
merly a housemaid, entered June 18 complain- 
ing of diarrhea for three months and pain in 
the left side for one month. 

Four years before admission she began to 
have anorexia, extreme nervousness and consti- 
pation, soon followed by steady dull pain 
throughout the abdomen, which became so sore 
that she could not bear to have it touched. It 
was also much distended, and she belched large 
amounts of gas. She vomited a few times. She 
had burning micturition, passing very small 
amounts. She went on working for three weeks 
before going to a doctor. Under his treatment 
(small white pills for her urine and large white 
pills for her bowels) the constipation changed 
to diarrhea and the other symptoms soon dis- 
appeared, except the anorexia. Three months 
before admission she began to pass watery stoo!s 
four or five times a day accompanied by slight 
generalized cramps of the abdomen relieved 
after movements of the bowels. She never no- 
ticed blood, mucus or pus in the stools. The 
diarrhea grew worse until she had eight or nine 
stools a day. She had several ‘‘bad_ spells’’ 
when she felt very hot all over and had chills 
and sweating. She grew gradually weaker, lost 
fourteen pounds in weight during the month 
and had to give up work. Since this time her 
menstruation had amounted to almost nothing. 
Throughout the month she had continued taking 
the pills prescribed by her doctor and did not 
consult him again until six weeks before admis- 
sion, when he told her to stop the pills. The 
diarrhea decreased a little, but the weakness in- 
ereased. A month before admission she began 
to have intermittent pain in the left lower 
quadrant radiating to the epigastrium, accom- 
panied. by a gureling sound and always re- 
lieved by movement of the bowels. At about 
the same time she began to have edema of the 
ankles, worse at night, and usually clearing up 
by morning. She became very weak and thin 
and had no energy at all. Her bowels contin- 
ued to move six or seven times a day. Two 
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weeks before admission she occasionally noticed 
large amounts of white foamy and yellowish 
material in her stools, which were foul smell. 
ing. She was very thirsty. Her skin was dry 
She lost in all a great deal of weight. ; 

The family history is good except that one 
brother had tuberculosis of a bone of the thumb. 

Her past history is negative except for a 
severe attack of pneumonia in childhood, in. 
fluenza in 1918 and a chest cold lasting about 
three weeks every winter. 

Clinical examination showed an extremely 
emaciated looking girl with glassy staring eves, 
flat chest, sunken interspaces and _ prominent 
scapulae. Heart not remarkable except for a 
low rough systolic murmur at the apex. Lungs 
negative except for bronchovesicular breathing 
throughout. Abdomen very tympanitic, with an 
appearance of fullness. Left flank dull and 
very tender. Tenderness also in the left side 
of the abdomen. No shifting dullness or fluid 
wave made out. The examination of the ab- 
domen, pelvis and rectum was not satisfactory 
on account of the extreme nervousness of the 
patient. 


Amount and specific gravity of urine not 
recorded, occasional leukocytes, rare red blood 
cells. Culture showed colon bacillus. A guinea 
pig test of the urine was made June 20. The 
pig died July 20. Its necropsy was negative. 
Blood: 5,700 leukocytes, 86 per cent poly- 
morphonuelears, hemoglobin 60 per cent, reds 
3,300,000, some anisoeytosis, poikilocytosis and 
achromia, platelets normal. Non-protein nitro- 
gen 24. Hinton test negative. Stools: guaiae 
strongly positive at one of three examinations. 
Two special examinations for tubercle bacilli 
were negative. 

Two attempts to make X-ray examinations 
with barium enemas were unsuccessful because 
the patient was too weak to retain the enema. 
Chest examination showed moderate diffuse 
prominence of the larger lung markings and 
thickening in both lung roots. The heart shadow 
was not remarkable. The apices and periphery 
of the lungs were clear. 

Temperature 103.2° falling to 95°. Pulse 
115 to 144. Respirations 22 to 28. 

The patient took nourishment poorly, had 
severe diarrhea and was incontinent of feces. 
June 22 she died. 


Discussion 
BY RICHARD C, CABOT, M.D. 
NOTES ON THE HISTORY 


One should never record that the patient had 
‘“‘pain in the left side’’, but say that it is the 
side of the abdomen or of the foot or of the 
chest or whatever it is. 





This story suggests partial obstruction of the 
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bowels, relieved when movements began to get 
gh. 

ga everything here refers to the abdo- 
men. We have nothing to make us think of the 
chest or the nervous system or the extremities, 
aside from the edema which comes at the end. 
When a young person begins to have symptoms 
of this kind one becomes concerned with the 
diagnosis of tuberculosis of the intestine or 
chronic tuberculosis of the abdomen, or ulcera- 
tive enteritis. 


NOTES ON THE PHYSICAL EXAMINATION 


We cannot have bronchovesicular breathing 
or any other abnormal breathing throughout the 
lung. If we do we shift our normal. We must 
find some normal lung in comparison with 
which we find the-rest abnormal. If it is all 
abnormal we cannot say anything about it. Of 
course it is conceivable that a person might 
have universal consolidation of both lungs, but 
in no disease that I know of do we really get 
these signs. 

There was no appearance of fluid in the abdo- 
men. They are looking hard for tuberculous 
peritonitis and are not finding it. 

We know remarkably little about the urine. 
She was here only four days. I think if she 
had been here longer they would have felt they 
had to do something about that urine. They 
did not find in it the evidence of tuberculosis, 
which is what they were looking for. I should 
like to know whether there was any pus in the 


stools. When we have chronie diarrhea we look 
for intestinal ulceration. Is anything said 


about that? 

Miss Painter: There was no pus. 

Dr. Casot: So far that is against ulceration. 

The X-ray plate to me does not show any- 
thing abnormal. I do not think they mean this 
report as necessarily abnormal. They are re- 
cording what they see, but I do not believe they 
= recording what they believe to be abnor- 
mal. 


DIFFERENTIAL DIAGNOSIS 


Diarrhea is the outstanding fact here. We 
have looked hard for evidences of peritonitis. 
We have not found them. We have some sug- 
gestions of chronic adhesions in the cecal region. 
It may well be that there is partial obstruction 
or even perforation there. I do not see but that 
we have to say this is an ulcerative colitis, 
though the stools do not show the typical find- 
ings of that condition. But we really have 
nothing to show disease of the urinary system 
or of the stomach or of any abdominal or chest 
organ other than the intestine itself. 

_ Could this be a tuberculous process of the 
intestine? Most cases of tuberculosis of the in- 
testine show obvious lesions in the lungs or 
elsewhere. It is very difficult to make a diag- 


nosis of primary tuberculosis of the intestine, 
and we did our best in that direction unsuccess- 
fully. It seems safer to say that it is a chronic 
ulcerative process of the intestine, presumably 
of the large bowel. And if one asks why there 
was no pus and no shreds, I do not know. I 
eannot account for that. 

A Stupent: Would a guinea pig die of 
tuberculosis in one month? 

Dr. Tracy B. Mauuory: It is possible with 
an overwhelming infection, but relatively un- 
common in our routine tests here. It does oceur 
sometimes. 

Dr. Casor: Is that compatible with his hav- 
ing received tuberculous material but having 
died of something else too soon to show tuber- 
culosis? ; 

Dr. Matuory: No, it should show in that 
time. 

A Stupent: How about the guinea pig be- 
fore he was injected ? 

Dr. Mauutory: So far as guinea pig injection 
is concerned we make a reasonable effort to use 
only healthy pigs. Of course a great deal of 
the material that we must inject is necessarily 
contaminated. The urines, for instance, very 
often have secondary organisms, the sputum in- 
variably has other organisms present, feces of 
course swarm with them. By and large the 
euinea pig usually manages to take care of 
that sort of thing pretty well. If he dies of 
sepsis he ordinarily dies within two or three 
days or a week. Death a month later I think 
probably means an intercurrent infection with 
one of the common guinea pig diseases, either a 
form of paratyphoid infection or the guinea pig 
pneumonia. We always lose a certain propor- 
tion of our pigs,—five to ten per cent under the 
best circumstances, occasionally twenty to thirty 
per cent in the bad times of vear,—from such 
intercurrent infections. 


INTERPRETATION OF X-RAY JUNE 21 


The lung findings suggest a non-tuberculous 
infection involving the bronchial and _ peri- 
bronchial structures. 


CLINICAL DIAGNOSIS (FROM HOSPITAL RECORD ) 


Tuberculous colitis. 
Tuberculous peritonitis. 


DR. RICHARD (C. CABOT’S DIAGNOSIS 
Chronic uleerative colitis. 


ANATOMIC DIAGNOSES 


Miliary tuberculosis. 
Tuberculous peritonitis. 
Tuberculous colitis. 
Tuberculous salpingitis. 
Tuberculous endometritis. 


Dr. Matuory: This ease was one of intestinal 
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and peritoneal tuberculosis. The peritonitis was 
of the dry adhesive type. There was no fluid 
present. A large ulcer was found in the sig- 
moid rather lower than is common for such le- 
sions. During the last few hours or days of 
life this had perforated, possibly as a result 
of the oil enema which had been given, and 
about 200 cubic centimeters of oil was found in 
the pelvis. 

There was a diffuse miliary tuberculosis, a 
somewhat older tuberculosis of the uterus and 
tubes, which by the way is one of the common- 
est sources of tuberculous peritonitis in young 
women. Very old tuberculous lesions, the only 
easeous lymph nodes, were found close to the 
bifureation of the trachea. I think probably 
they represent the source from which the entire 
infection has spread. 

A Stupent: Was the type, whether human 
or bovine, determined ? 

Dr. Matuory: No, it was not. 





CASE 14442 


DEVELOPMENT OF GASTRIC SYMP- 
TOMS IN A PATIENT TOTALLY RE- 
LIEVED OF PERNICIOUS ANEMIA BY 
LIVER THERAPY 


Mepicat DEPARTMENT 


First admission, October 21, two years before 
the second admission. 

A married Swedish housewife of sixty had 
had progressive asthenia for a year. Previous 
to that she had been well. For eight months 
she had had weakness in her legs, forcing her 
to take to bed. During the same period there 
had been occasional sore tongue, tingling in the 
lower extremities, progressive anorexia and con- 
stipation. For six months she had been get- 
ting pale and sallow and for five had had at- 
tacks of palpitation and occasional slight swell- 
ing of the feet. 

Physical examination showed lemon-tinted 
skin, pallor of the mucous membranes, atrophied 
tongue. Slightly enlarged heart with a loud 
systolic murmur over the whole precordium. 
Rales at both bases. Slight edema of the ankles. 
Normal knee-jerks. 

Chart not remarkable. 

Blood picture at entry: 1,000,000 reds, 4,000 
to 6,000 leukocytes, 25 per cent hemoglobin, 3 
per cent reticulocytes, diminished platelets. 
Great variation in shape and size of reds. Many 
stippled and volychromatie cells. Icterie index 
15. 

Gastrie analysis: complete achlorhydria. 

Barium examination negative. 

The patient was placed on a Minot-Murphy 
diet and discharged , November 13 much im- 
proved, with 2,300,000 reds and 60 per cent 
hemoglobin, 7,000 leukocytes and an icteric in- 
dex of 5. 





History of interval. After discharge she 
stayed in bed for four weeks. She adhered to 
the liver diet prescribed. At first she was weak 
but rapidly gained in strength and weight until 
six months before her readmission, when she 
had an acute respiratory infection lasting three 
weeks. Following this she developed a marked 
anorexia which finally became so extreme that 
the very thought of food nauseated her. When 
she forced herself to eat she would have gas and 
distress for which she occasionally would induce 
vomiting. She was unable to eat liver any 
more, but in place of it took daily two vials of 
Minot-Cohn extract. For four months before 
readmission she had had an increasing asthenia 
and progressive loss of weight (twenty pounds). 

Physical examination. Emaciated elderly 
woman with dry sealy skin and smooth atrophic 
looking tongue. A few small palpable glands 
in the neck. In the outer half of the left breast 
there was a hard irregular mass about the size 
of a plum slightly adherent to the skin and 
causing some dimpling, but not adherent to the 
underlying structures. In the left axilla there 
were some enlarged hard glands, one as large 
as a walnut. The radial arteries were slightly 
thickened and there were some external piles. 
In other respects the examination was not note- 
worthy. 

The urine and stool were negative. The blood 
showed 4,500,000 red cells, 70 per cent hemo- 
elobin and 11,000 white cells. The smear 
showed slight variation in shape and size of 
reds, no differentiation of leukocytes and _ nor- 
mal appearing platelets. The reticulocyte 
count was 1 per cent, later 1.5 per cent, the 
icteric index 3. Hinton test negative. Gastric 
analysis showed no stasis, no blood and an ab- 
senee of free hydrochloric acid in fasting and 
test meal contents. 


Discussion 
BY JAMES H. MEANS, M.D. 


The original malady, that which first brought 
her to the hospital, was clearly pernicious ane- 
mia. She responded to the Minot-Murphy treat- 
ment promptly and completely, as have prac- 
tically all such patients who have adequately 
received this therapy. She evidently contin- 
ued her diet faithfully until new symptoms 
made it distasteful, and then substituted the 
liver extract. It is important to know that in 
spite of development of a new disease neither 
the clinical signs nor the blood picture of per- 
nicious anemia returned. Mrs. Thomas has 
made measurements of the size of the red cells, 
and ean tell us how that feature of the blood 
picture has progressed from a macrocytic to a 
microcytie type. 

Mrs. G. W. THoomas: At the time of her first 
entry in November this patient showed red cell 
diameter measurements absolutely typical of 
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pernicious anemia ; the median was 8.7 microns 


and the dispersion (a mathematical expression 
of the degree of anisocytosis) 2.3 microns. A 
jlar measurement done on October 24, two 
years later, gives a median of 7.1 microns and 
a dispersion of 1.2 microns. The measurements 
characteristic of pernicious anemia have been 
replaced by those of a mild secondary anemia. 
namely, a low median and a dispersion on the 
upper limit of normal. 

Dr. Means: The new disease, which so far 
as symptoms go appeared but six months before 
her second entry, was proved beyond reasonable 
doubt by X-ray to be cancer of the stomach. 
The report of the roentgenologist was as follows : 
““Mhe chest shows some enlargement of the 
hilus glands without other evidence of metas- 
tatic malignant disease, and by barium a 50 per 
cent six-hour residue. The lower third of the 
stomach presents an extensive filling defect con- 
stricting the lumen of the stomach to a very 
small channel. Peristalsis does not pass over 
this area and the deformity is constant. The 
duodenal cap is poorly shown. As far as can 
be determined it is normal. The findings are 
those of cancer of the stomach.’’ The mass in 
the left breast and the glands in the left axilla 
were also thought to be cancer. The patient 
had complained of neither of these, and when 
asked about the breast replied that the mass had 
been present for many years. In view of the 
axillary involvement however we were inclined 
to discount her story, and still regard the con- 
dition as cancer. It was thought unlikely either 
that gastric cancer would metastasize to her 
breast and axilla or that breast cancer would 
metastasize to the stomach, though either of 
these is theoretically possible. It was believed 
to be more likely that there were two independ- 
ent cancers, one primary in the breast, one in 
the stomach. 

The surgical consultant advised palliative 
operation upon the stomach for symptomatic 
relief only, and no treatment for the breast, as 
he believed the lesion of the former would kill 
her before the latter caused suffering. <A biopsy 
from the axillary gland however was considered 
legitimate. She was accordingly transferred to 
the surgical service to have this done. 


sim 


PRE-OPERATIVE DIAGNOSIS 


Primary carcinoma of the stomach. 
Primary carcinoma of the breast with metas- 
tasis to axillary glands. 


OPERATION 


Spinal novoecain. The abdomen was opened 
through a left upper rectus muscle splitting in- 
cision. Examination of the tumor showed that 
it had already extended to the neighboring 
glands and was so extensive that it was impos- 





sible to do a posterior gastro-enterostomy. A 
long loop anterior gastro-enterostomy was there- 
fore done, followed by an entero-enterostomy. 
The wound was closed without drainage. The 
tumor from the axilla was removed under local 
anesthesia. 


POST-OPERATIVE DIAGNOSIS 
Carcinoma of the stomach. 


PATHOLOGICAL REPORT 


The specimen consists of a firm homogeneous 
white mass of tissue 1.5 centimeters in diameter. 


Microscopie examination shows a small area 
of well-differentiated, fairly scirrhous adeno- 
carcinoma some of the cells of which appear to 
be secreting mucus and are of a more or less 
typical ‘‘signet-ring’’ appearance. The remain- 
der of the node shows a diffuse infiltration of 
the pulp and sinuses, for most part sparing the 
lymph follicles, of very undifferentiated, highly 
atypical cells. Many of these are in mitosis, 
and there is great variation in size. They ap- 
pear to be of epithelial origin. There are also 
a few scattered foreign-body giant-cells, and 
two small collections of giant-cells apparently 
within lymph-follicles. These somewhat sug- 
gest tuberculosis, but are not sufficiently typi- 
eal for diagnosis. The two types of tumor pres- 
ent are so dissimilar and there is so little evi- 
dence of transitional stages that the possibility 
of a double metastasis must be considered. 


Diagnosis: Metastatic cancer. 
Tuberculosis ? ? 


Dr. Tracy B. Mauuory: The biopsy in the 
ease has not helped us much to any decision. 
From the findings it is impossible to say wheth- 
er we are dealing with the metastasis from one 
tumor or from two. The appearance of mucin 
secretion argues rather for an intestinal origin 
of at least a portion of the tumor. The possi- 
bility, though perhaps remote, is also raised 
that she may be suffering not from carcinoma 
of the breast but from tuberculosis. 


FURTHER HISTORY 


The patient did well after the operation. She 
made an uneventful convalescence. The stom- 
ach worked perfectly. November 13, two weeks 
after the operation, she was discharged tempor- 
arily relieved. 


FurtTHER Discussion 


Dr. Means: Although no histologic evidence 
is at hand we may accept, I think, primary can- 
cer of the stomach as proved. What the lesion 
in the breast is subsequent events may show. 
That after all it may not be cancer is suggested 
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by the histology of the axillary gland, which 
although carcinoma suggests a gastric rather 
than a mammary origin. The patient’s story 
that the breast lesion was nothing new may be 
correct. 


The development of cancer in a patient com- 


pletely relieved of pernicious anemia by the new|, 





therapy is worthy of note, though no relation- 
ship other than chance is necessarily suggested 


FINAL DIAGNOSIS 


Pernicious anemia (in abeyance), 
Carcinoma of the stomach and axillary nodes 
Undiagnosed chronic lesion of the breast. 





JOHN EARLY, THE LEPER, RECOVERED 


Unitep States Pustic HEALTH SERVICE DISCHARGES 
Him FROM THE NATIONAL LEPER HOME 


Another triumph in modern medicine has been 
recorded. John Early, the leper, has recovered. In 
scientific parlance his leprosy is arrested, which 
means that for more than a year microscopic tests 
of his blood and tissues have been negative for the 
leprosy bacillus. He is well, although bearing on 
his face and body the scars of the disase. He goes 
forth during November, 1928, to mingle with his fel- 
lowman, to live among his kindred, back to his little 
farm in the mountains of North Carolina, to be wel- 
comed by his friends. Although 54 years of age, he 
is of rugged constitution and is expected to round 
out a full period of useful and happy old age. 


John Early, the ieper, carried consternation to 
numerous health officers in several States and the 
District of Columbia when proper hospital facilities 
were lacking for his care. He was detained by the 
Public Health Service for about two years at the 
quarantine station, Port Townsend, Washington, and 
afterward lived in a little home on the Eastern 
Branch as a guest of the District of Columbia for 
about four years. 

Through special arrangements John Early became 
a patient at the Louisiana Leper Home prior to the 
date in 1921 when the Public Health Service estab- 
lished the National Leper Home at Carville, 
Louisiana, and undertook to provide treatment and 
segregation for all lepers residing in the United 
States who desired or who were transferred at the 
request of State health officers. 

The treatment of leprosy is tedious and some- 
times painful. The injection of chaulmoogra oil 
week after week for months and years requires some 
fortitude. Formerly each injection caused excruciat- 
ing pain for several hours, but a year ago the Public 
Health Service devised a painless method of ad- 
ministering by mixing a harmless anesthetic with 
each dose. Chaulmoogra oil given by mouth also 
caused nausea and much discomfort until the same 
method was applied to its administration. John 
Early has not lacked fortitude but was among those 
who welcomed the introduction of improved methods 
of administration of chaulmoogra oil, which, while 
not the only remedy employed and by no means a 
specific, is extensively used in the treatment of 
leprosy. 

Early rebelled against his fate, against the routine 
painful treatments, against the necessary discipline 
of the institution, and even the segregation of him- 
self and other lepers, and several times left the hos- 





pital against advice and in defiance of the interstate 


quarantine laws. Departing in stealth at night by 
prearrangement with some confederate on the out. 
side, he would make his way first by automobile ang 
then by train, and, arriving at his destination, would 
usually announce himself to the press and local 
health officers. He came to the National Capital ip 
June, 1923, and registered at a downtown hotel. Ip 
April, 1927, he went to his old home in North Caro- 
lina near Tryon, N. C., from which a petition was re. 
ceived by the Surgeon General signed by practically 
all the residents of the town, requesting that the 
execution of the Federal law governing the segrega- 
tion of lepers be suspended and that John Early be 
allowed to spend the remainder of his days in self. 
isolation in a remote section of the North Carolina 
hills. The Surgeon General was sympathetic, but 
was unable to grant his petition, being charged as a 
Federal officer with the execution of an important 
law, and sent a medical officer to return John Early 
to the National Leper Home in Louisiana. Habeas 
corpus proceedings, armed resistance, and _ subter- 
fuge, alike failing in turn, John Early surrendered, 
and on May 4, 1927, was last returned to the National 
Leper Home at Carville, where, although for a time 
resentful and depressed, he yielded to treatment 
and now has his reward. He is well, although he 
will be subjected at intervals to microscopic tests 
and routine examinations. There is scant danger of 
a relapse, however, as since 1921 only one recovered 
leper discharged from the Carville institution by the 
Public Health Service has suffered a recurrence of 
the disease. 

During the last 16 months, 24 patients have been 
discharged, as recovered or “arrested”, from the 
National Leper Home, where the patients practice a 
very pretty ceremony on such occasions. Remember- 
ing the days when burial service was read in Eng- 
lish churches over a leper departing and _ legally 
dead, to hopeless segregation, after which his wife 
might remarry as a widow and his property was 
divided, the Carville patients rejoice when escorting 
a recovered patient to the gate to go forth as one 
risen from the dead and restored, garlanded with 
flowers, to his loved ones. 

It is not unlikely that John Early contributed 
not inconsiderably to the creation of public senti- 
ment that was necessary to pass the law of February 
3, 1917, enabling the Public Health Service to take 
over the care of lepers. His eccentricities have at 
least served to keep the public apprised of the fact 
that there is a leprosy problem in the United States 
that requires money and other means to solve and 
for this and other reasons the Public Health Service 
is glad to bestow its benediction as John Early with 
two other healed patients depart from the National 
Leper Home.—United States Public Health Service. 





N.E. J. of 
December 20, phe 
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Christmas 1925 


ONCE again, in accordance with their annual 
custom, the editors of the JouRNAL relax from 
their usual serious expression of meditation on 
the foibles of mankind and wish their readers a 
Merry Christmas and a Happy New Year. They 
realize that their readers are not of the common 
run of humanity. Although not many in num- 
bers, as the reading public goes, they are a se- 
lected group, and while difficult to cater to in 
many ways, in other ways the lot of the editors 
is made easy. They do not have to weaken their 
doses to suit the eonstitutions of the nit wits, 
nor dilute their pabulum to a strength consist- 
ent with the intellectual digestions of the dumb 
Doras. 

The medical brotherhood knows full well and 
can appreciate the meaning of a merry Christ- 
mas and a happy New Year, for its Christmases 
are not always merry, nor are its New Years in- 
variably happy. It sees enough of the seamy 
side of human life and is sufficiently familiar 
with the sorrows of mankind to know well that 
happiness and merriment are elusive qualities 
of the mind. It has elected to seek out the suf- 
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fering and abide with the sorrowing and its 
numbers are filled with those high priests of the 
communities who must watch the bitter cup as 
it is drunk and not infrequently taste of its 
contents. 

To those men and women of strong character 
and quiet perseverance who have cast their lot 
with the sick, the weak and the helpless, who 
know the sleepless night and the dull fatigue of 
unremitting toil and who otherwise are very 
ordinary mortals with families and with homes, 
with hopes and with fears, with blessings which 
they may enjoy and with sorrows which they 
must coneeal, the editors of the JouRNAL, with 
all their hearts, wish once again goodwill and 
peace on earth. 


Now is the season of giving, 

Now is the end of the year— 

Days will be longer, 

Hearts will be stronger; 

New Year is coming and Christmas is here. 


3ring in the Yule log and place it— 
Wreath it with radiant flame. 

The Year’s at the turning 

So let it stay burning; 

The spirit of Christmas is more than a name. 


We’ll brighten the windows with holly, 

With mistletoe ambush the door; 

Let joyous distraction 

Disarm every action; 

Spread cake on the table and toys on the floor. 





THE OBSERVANCE OR DISREGARD OF 
TRAFFIC REGULATIONS 


RECENTLY a judge of a suburban municipal 
court is reported to have acquitted the driver of 
an ambulance of a metropolitan hospital on 
charges of speeding, operating so as to endan- 
ger the public, refusing to stop on signal from 
a policeman, and passing a stop light signal. 
The driver was, however, found guilty of dis- 
orderly conduct and was fined $10.00 on this 
charge. 

As reported in the daily press the ambulance 
was on the way to get a patient ill with searlet 
fever. The driver is said to have passed through 
a busy square at speed, and to have ignored the 
command of a motorcycle patrolman to stop. 
The patrolman overtook the ambulance and in 
the discussion which followed the driver is al- 
leged to have used language which led to the 
charges of disorderly conduct, in addition to the 
other complaints. 

It is not the function or intent of the JouRNAL 
to eriticize our courts. The ruling of the judge 
is reported to have been that drivers of am- 
bulanees and of fire and mail trucks while in 
the performance of their duties were not subject 
to the usual traffic regulations. 

The JouRNAL is certain, however, that the 
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value to any hospital of an ambulance driver 
so temperamental as to be convicted of dis- 
orderly conduct under the circumstanees alleged 
is so slight as to make his retention unwise. 

On the broader question of the advisability 
of granting special privileges to certain classes 
of drivers the JouRNAL has very definite views. 
The order from the Fire Commissioner of Bos- 
ton that reckless overspeeding of fire trucks 
would not be tolerated, was a step in the right 
direction. It is difficult to understand the rea- 
sons why the Government of the United States 
should ignore reasonable and just State laws 
because the State has not jurisdiction. Yet in 
the matter of lights and equipment the mail 
trucks notoriously break our laws and appar- 
ently are to be given added speeding privileges. 

The public tolerates the speeding ambulance on 
humanitarian grounds, little realizing that the 
occasions on which speed is necessary are really 
very few. It is very hard to conceive of the 
necessity for speed in going to receive a patient 
ill with searlet fever or any similar illness. In 
the delivery of any patient to a hospital the 
greatest needs are safety and comfort. The 
sole exception is in ease of hemorrhage, and 
even in cases of hemorrhage the instances in 
which speed is required are very few. If hemor- 
rhage cannot be controlled at the place of in- 
jury the chance of benefit by a reckless dash to 
a hospital is very slight indeed. 

As our cities come of age the public begins 
to realize that certain spectacular practices of 
the past are little more than gestures. The 
time has come for our hospitals to take their 
part in the campaign for safety in our streets. 
Taking chances may be justified in those exceed- 
ingly rare instances in which speed is essential, 
but it is never justified under other conditions. 
Patients going to hospitals have the right to a 
safe, comfortable and quiet journey. Nothing 
else should be tolerated if the good of the pa- 
tient is to be considered. 

The value of quiet to the sick is recognized. 
There is no reason why this should be ignored 
in an ambulance trip. There is no reason why 
hospitals should not lead in abolishing one of 
the nerve racking noises which may do even 
more harm than periodic health examinations 
may do good. 





THE PANCREAS AND SURGERY 


THE pancreas has long been a noli me tangere 
for the surgeon. His chief contact with it has 
been through rather discouraging abdominal 
emergencies which have compelled operative in- 
terference, notably acute hemorrhagic pancrea- 
titis. This apparently well-founded fear of 
operative interference with the pancreas has 
been based partly on the unknown etiology of 
acute pancreatitis and partly on the jeremiads 
of Mikulicz. 





December ae 
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Curiously enough, we have been conscious jn 
one compartment of our minds, through the 
extensive pancreatic resections done in eXxperi- 
mental animals for the production of diabe 
that the pancreas is amenable to surgical treat. 
ment, and without dire results. 

On the other hand, this knowledge has been 
very rarely applied to human pancreatic pathol. 
ogy. Perhaps one reason is that the most com. 
mon lesion for which surgical interference 
would be desirable, carcinoma of the head of 
the pancreas, is so located as to make operation 
extremely difficult. Still another factor is the 
deep and remote location of the pancreas behind 
the lesser peritoneal cavity. 

The writer vividly remembers the consterna- 
tion of a surgeon who, after resecting a spleen, 
was told that a portion of the tail of the pan- 
creas had been eut away with the pedicle. How- 
ever, the patient showed no ill effects referable 
to the operative injury to the pancreas. 

The two eases of Finney’ of resection of the 
pancreas are well known. ‘The second is par- 
ticularly interesting because of its relation to 
hypoglycemia, simply applying to excessive in- 
ternal pancreatic secretion the same method 
long familiar to us in the surgical treatment of 
hyperthyroidism. The pancreas may well offer 
a new and hitherto unutilized field for the em- 
ployment of surgical ingenuity. 


REFERENCE 
1 Finney, John M. T.: Annals of Surgery, 1928, 584. 





THIS WEEK’S ISSUE 


Contains articles by the following named 
authors: 


Bint, ArtnHur H. A.M., M.D. Western Re- 
serve School of Medicine, 1901. F.A.C.S.  Pro- 
fessor of Obstetrics and Gynecology, Western 
Reserve School of Medicine. Director of Ob- 
stetrics at Maternity Hospital of Cleveland. 
Visiting Obstetrician of Cleveland City Hos- 
pital. His subject is: ‘‘The Problem of the 
Vertex Occipitoposterior Position.’’ Page 
1237. Address: Western Reserve Medical 
School Department of Obstetries, 2105 Adelbert 
Road, Cleveland, Ohio. 


PuHangur, Louis E. Phm.D., Ph.C., M.D. 
Tufts College Medical School, 1913. F.A.CS. 
Professor of Gynecology, Tufts College Medical 
School. Chief of Service, Department of Gyne- 
cology and Obstetrics, Carney Hospital.’ Con- 
sulting Gynecologist, Beth Israel Hospital, 
Leonard “Morse Hospital (Natick), The Hen- 
rietta D. Goodall Hospital (Sanford, Maine). 
Consulting Obstetrician, Fall River General 
Hospital. His subject is: ‘‘The Benign Lesions 
of the Uterine Cervix and Their Treatment.” 
Page 1243. Address: 270 Commonwealth Ave- 
nue, Boston. 
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O’Connor, JosepH W. A.B., A.M., M.D. 
Harvard, 1907. Obstetrician, The : Memorial 
Hospital, Worcester, Mass. Consulting Obste- 
trician, Fairlawn Hospital, Worcester. His sub- 
ject is: ‘‘ Premature Separation of the Normally 
Implanted Placenta.’’ Page 1248. Address: 
36 Pleasant Street, Worcester. 


Lorp, Frevertck T. A.B., M.D. Harvard, 
1900. Visiting Physician, Massachusetts Gen- 
eral Hospital. Faculty Instructor in Clinical 
Medicine, Harvard Medical School. Member 
Association of American Physicians; American 
Society for Clinical Investigation ; American 
Society for Thoracic Surgery. His subject is: 
“The Serum Treatment of Type 1 Pneumococ- 
eus Pneumonia.’’ Page 1260. Address: 305 
Beacon Street, Boston. 


TwINEM, Francis Parron. B.A., M.A., M.D. 
Harvard, 1925. Resident, Brady Urological 
Clinic, New York Hospital, New York City. His 
subject is: ‘‘ Mumps Orchitis with Especial Ref- 
erence to Sterility: Report of Two Cases.’’ 
Page 1262. Address: 375 Riverside Drive, New 
York City. 

Towie, Harvey P. A.B., M.D. Harvard 
Medieal School, 1892. Formerly Dermatologist 
at the Massachusetts General Hospital and Pro- 
fessor at Dartmouth. Ex-President of the 
American Dermatological Association. His ad- 
dress is: 453 Marlborough Street, Boston. Asso- 
ciated with him is: 

Grunp, JAcop L. M.D. Harvard Medical 
School, 1921. Member New England Derma- 
tological Society. Assistant in Department of 
Skin and Syphilis, Boston University School of 
Medicine and Massachusetts Homeopathic Hos- 


pital. Their subject is: ‘‘Progress in Derma- 
tology.’’ Page 1264. Address: 483 Beacon 
Street, Boston. 

——— i 


THE BOSTON MEDICAL LIBRARY 
CAMPAIGN PROGRESS 


Tue following letter has been received at the 
Campaign Office and is published with the con- 
sent of the writer. It was sent to Doctor Augus- 
tus W. Dudley, Chairman of the Middlesex 
South Committee, following a talk before the 
Arlington and Lexington Medical Club by Doe- 
tor Charles F. Painter, Librarian of the Boston 
Medical Library. 





December 12, 1928. 


Dr. A. W. Dudley 
Cambridge 
Massachusetts 

My dear Doctor Dudley: 


Since my student days, I have been con- 
scious of a deep and lasting obligation to 
the Boston Medical Library which I shall 
probably never be able to fully repay.. At a 
time when the price of a text book loomed 
as an almost insurmountable obstacle, the 
Medical Library extended to me much great- 





er help and courtesy than I had any right to 
expect. 

With the growing demands upon my very 
modest income, it seems well nigh impos- 
sible now to contribute any amount com- 
mensurate with my obligation. However, I[ 
am enclosing a check for $50.00 and pledge 
myself to give a similar amount every De- 
cember 24 until I have donated $150. 

Yours very truly, 
(signed) GrorGE P. TOWLE. 


Needless to say, the Executive Committee of 
the Library is grateful for this generous con- 
tribution but not less grateful for the evidence 
of past usefulness of the Library remembered 
now only by the writer of this letter. That the 
Library should perform a useful réle in medical 
education is one of the important reasons for its 
existence. A casual visit to its reading room 
any day will find a number of students, some- 
times sufficient to occupy all available working 
space. Assuredly there will be many physicians 
in the future, as there must be many now, to 
echo the sentiments of Doctor Towle. 

The third report meeting of the campaign 
was held on Tuesday, December 11. Contribu- 
tions reported brought the total to $80,390. Nu- 
merous reports were made that the cause was 
receiving favorable consideration by doctors 
and laymen who would determine the amount 
of their contributions at an early date. 

Analysis of the reports of activity reveals cer- 
tain encouraging features. Approximately 500 
cards have been turned in, of these 350, or 70%, 
represent contributions. Thirty more carried 
either promises of a contribution later or in- 
dicated willingness to reconsider when funds 
should permit. Only 50 carried absolute refu- 
sals and in almost all cases the reason given was 
financial inability. The proportion of favorable 
responses is unusually high and indicates that 
when the ease is carefully presented it is recog- 
nized as a justified appeal to public spirited 
citizens. 

The average contribution was slightly over 
$280 and the total number of workers reporting 
was 80. A considerable number of Boston phy- 
sicians who have responded to the campaign 
committee’s request for assistance in solicita- 
tion have so far been prevented from devoting 
to the cause as much time as they wish to give. 
It is already demonstrated, however, that Bos- 
ton will contribute liberally before funds are 
sought in other sections of the State. 

During the week Dr. J. W. Bartol and Mr. 
Kent visited the Hampshire District Medical 
Society, and Dr. W. C. Quinby and Mr. 
Kent the Worcester District Society. At both 
meetings their explanations of the campaign’s 
purposes and plans were heard with interest. 
In Worcester arrangements have been started 
for organization early in 1929. This gives spe- 
cial encouragement to the Committee inasmuch 
as the Worcester District contributed most gen- 
erously to the Medical Society’s appeal for a 
headquarters fund at the beginning of this year. 
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A PROPOSED BUILDING FOR THE BOSTON CITY 
DEPARTMENT OF HEALTH 


A special meeting of the Executive Committee ofjand ill-adapted accommodations now Provided for 
the Boston Health League was held December 12, | the Boston Department of Health and explained the 











PROPOSED i 
DEPARTMENT OF PUGLIC HEALTH BUILDING 
FoR THe 
CITY OF BOSTON 
HON-MALCOLM E. NICHOLS MAYOR ; gos H 
_ THE MAYER COMPANY AQCHITECTS BOSTON — ’ ane ; | 


1928 to give consideration to a plan for a new build-| difficulties under which the work is being performed. 
ing for the Boston Department of Health. He explained the changes which are taking place in 

The Chairman, Dr. George C. Shattuck, introduced | public health activities which impose upon officials 
Dr. Francis X. Mahoney, Commissioner of Health of|the necessity of adjustment to new problems and 
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Boston and Honorary President of the League who] argued forcefully on the necessity of providing ade- 
presented the architect’s drawing of the proposed| quate housing accommodations and equipment for 
building. his department. 

Dr. Mahoney graphically described the crowded In his efforts to solve the problems with which 
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the department is confronted Dr. Mahoney secured 
the co-éperation of his Honor the Mayor, Building 
Commissioner Rourke and Park Commissioner Long, 
and surveys of locations were made to find a suit- 
able site for a building. The location selected, 
shown in the sketch, seemed to be well adapted 
to the needs of the situation and an architect was 
employed to prepare a plan of a building, the exter- 
ior of which is also represented. 

This location and the proposed building seem to 
be particularly well adapted to promote the efficiency 
of the department and be convenient for all who 
have business relations with it. 

Since the land is owned by the city there will be 
no appropriation for the purchase of this plot. The 
cost of the building will not be in excess of $275,000 
in al! probability and an additional story can be 
puilt if future demands warrant an extension. An 
auditorium is included in the building scheme in 
which conferences of department workers and vari- 
ous meetings can be held. 

This plan lends itself to the scheme of a medical 
center for it will be comparatively near the Medical 
Library where medical, nursing and various public 
health activities will be concentrated. 

Although the city owns the land on which the 
proposed building may be located it will be neces- 
sary to secure an enabling act of the Legislature, for 
this location is within the park areas, and the co- 
éperation of all interested organizations is desirable 
in demonstrating to the Legislature the wisdom of 
this project. 

The subject was fully discussed by those present 
at the meeting and unanimous approval of the plan 
was expressed. 

The JouRNAL congratulates the city of Boston on 
the probability of bringing about a great improve- 
ment in the Health administration of the city. 





MISCELLANY 





THE CHRISTMAS SEAL SALE 


Early reports from the 21st Annual Sale of Christ- 
mas Seals for the prevention of tuberculosis now 
going on indicate that the 1928 Seal Sale will equal 
and may surpass that of its predecessors. The sale 
in Massachusetts is conducted under the general 
leadership of the Massachusetts Tuberculosis League 
with the twenty-eight Affiliated Organizations of the 
League directing the campaign in their localities. 

Dr. Frederick T. Lord is Acting President of the 
League and Dr. George H. Bigelow, Dr. Vincent Y. 
Bowditch, Rt. Rev. William T. Lawrence, D.D., His 
Eminence, William Cardinal O’Connell and Rabbi 
Harry Levi are Vice-Presidents. 

Governor Fuller has endorsed the Seal Sale in 
the following language: 

“The twenty-first annual sale of Christmas Seals 
for the prevention of tuberculosis in the Common- 
wealth has my hearty commendation. With the 
funds received from the Seal Sale, twenty-five hun- 
dred needy children are given a health vacation of 
eight weeks in the summertime and nurses are sent 
into the homes to care for the sick and instruct 
their families in the prevention of this disease. 

“The volunteer workers in the tuberculosis field 
co-6perate closely with the State and local health de- 


partments and render invaluable service to the Com- 
monwealth in supplementing the work of the official 
health authorities. 

“During the twenty-one years of the organized vol- 
unteer campaign against tuberculosis in this coun- 
try the deaths from this disease have been reduced 
more than one-half. The most difficult task lies 
ahead. Research, earlier detection of cases, and 
health education of adults and children in the rules 
of healthful living must be intensified. 

“T earnestly hope that the people of Massachu- 
setts will this year as in past years support this 
worthwhile enterprise by purchasing Seals with their 
customary generosity. It is an inspiring thought to 
realize that one is associated in an undertaking that 
is actually saving lives, and I am sure such a realiza- 
tion will help to make Christmas a real season of 
Good Will.” 

Dr. Kendall Emerson, Managing Director of the 
National Tuberculosis Association, was recently re- 
ceived at the White House, where President Coolidge 
and Mrs. Coolidge warmly praised the tuberculosis 
workers, and received a replica of the Argosy of 
Health which is the emblem of the 1928 Seal. 





UNITED STATES PUBLIC HEALTH SERVICE 
INSPECTION OF VACCINES AND SERUMS IMPORTANT 


The United States Public Health Service, in con- 
nection with its inspection of biologic products as 
required by law, performs a service of inestimable 
value to the general public. Before a biologic prod- 
uct, such as a serum, toxin, vaccine or antitoxin, may 
be sold in the United States in interstate or inter- 
national commerce a license must be obtained from 
the Public Health Service. The granting of a li- 
cense means that inspection of the establishment 
concerned and laboratory examinations of samples 
of its products are made regularly to insure the ob- 
servance of safe methods of manufacture, to ascer- 
tain freedom from contamination and to determine 
the purity or safety, or both, of the various products, 
and the potency in cases where standards exist. 
From time to time lists of the manufacturing firms 
which produce such products that are licensed are 
published, together with the names of the products 
for which they are licensed. Such a list recently 
issued by the Public Health Service emphasizes the 
importance of this work. 





HOW MANY SCHOOL CHILDREN HAVE HEART 
DISEASE? 


The prevalence of heart disease among the school 
children of this country has had little investigation. 
A recent examination of approximately 120,000 Bos- 
ton children of school age showed that 785 had or- 
ganic heart disease. Routine examination of school 
children in New York City indicates that 7 in every 
1,000 have diseased hearts—the same rate as was 
discovered in 1924 among children in the elementary 
schools of England and Wales. The Heart Commit- 
tee of the New York Tuberculosis and Health Asso- 
ciation, which recently published these figures, calls 
attention to the importance for such children of edu- 
cation beyond the elementary grades, so that they 
may be able to find work and amusement which will 
not unduly strain the heart.—Bulletin U. 8S. Dept. of 
Labor. 
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COMPARISON OF DISEASE INCIDENCE IN CONNECTICUT WITH 1927 AND SEVEN YEAR 
AVERAGE MONTH ENDING NOVEMBER 24 























1928 1927 
o bo 

ss ee wae sat REPOS RS = ee pins oh 
Actinonycosis ~ ~ - - - - - ~ . 
Anthrax ~ - - - ~ - - « ss 
Botulism “ ~ - - - - o “ - 
Cerebrospinal Men, - - - l - - - - « 
Chickenpox 7 6©7hlUCUCOD. CSR 91 85 122 157 124 
Conjunctivitis Inf. - - - 5 - - - - ° 
Diphtheria 28 27 =%2 28 60 21 30 46 28 
Dysentery Amoebic ~ ~ - - ~ - ~ - - 
Dysentery Bacillary - - - - ~ - ~ - ~ 
Encephalitis Epid. 1 - 2 ~ - ~ ~ - 1 
Favus - - - - - - - ~ . 
German Measles 3 - 4 117 1 - ~ - ] 
Hockworm Infection - - - ” - - 1 3 - 
Influenza 3 1 2 4 5 - 6 10 8 
Leprosy ~ - - ~ - - ~ - - 
Malaria ~ ~ o - - ~ - - - 
Measles 42 25 115 98 73 9 26 30 36 
Mumps 21 57 48 81 19 10 97 35 39 
Paratyphoid Fever - - - - ~ 4 2 - - 
Pneumonia (Broncho)* 13 15 20 21 21 18 20 21 15 
Pneumonia (Lobar) 19 13 34 ai 27 35 24 27 31 
Poliomyelitis - 1 1 3 - 7 3 6 1 
Scarlet Fever 25 24 $36 £51 73 45 465 69 36 
Septic Sore Throat 1 1 4 3 ~ 1 2 4 3 
Smallpox - - - ~ - - - - - 
Tetanus 1 ~ - - ~ 1 - - 
Trachoma - 7 ~ ~ ~ - - - 
Trichinosis - 2 - - - - - - 3 
Tuberculosis (Pul.) 40 37 18 22 29 26 «27 28 20 
Tuberculosis (0.F.) - 3 - 1 2 1 2 6 4 
Typhoid Fever - 2 - 3 5 6 3 5 3 
Tularemiats - ~ - - - - ~ - - 
Typhus Fever - - - - - - - - - 
Undulant Fever+* - - 1 - * ad * . . 
Whooping Cough 43 24 56 34 49 73 65 109 71 
Gonorrhoea 25 31 58 41 21 34 17 43 27 
Syphilis 26 52 64 435 19 $4 22 34 30 


*Made reportable January 1, 1925. 


** Made reportable July 1, 1928 


Remarks: No cases of cholera, Asiatic, 
humans and yellow fever during the past 








glanders, plague, rabies in 
seven years. 
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RESUME OF COMMUNICABLE DISEASES 
IN MASSACHUSETTS, OCTOBER, 1928 


GENERAL PREVALENCE 


The total reported incidence of communicable dis- 
eases for October was not unusual. No common 
communicable disease had run a high incidence for 
the month. 

The reported incidence of anterior poliomyelitis, 
chicken pox, diphtheria, German measles, influenza, 
lobar pneumonia, measles, mumps, pulmonary tuber- 
culosis and scarlet fever was within endemic limits. 

The reported incidence of non-pulmonary tuber- 
culosis was low. 

A new low October record was reached in the inci- 
dence of typhoid fever, seventeen per cent. less 
cases being reported than for October, 1927, which 
in turn was a low record. 


RARE DISEASES 


Actinomycosis was reported from Boston, 1; 


total, 1. 
Anterior Poliomyelitis was reported from Agawam, 





1; Athol, 2; Belmont, 2; Boston, 5; Dedham, 2; Dud- 


ley ,1; Foxboro, 1; Great Barrington, 1; Hudson, 1; 
Ipswich, 2; Lawrence, 1; Lynn, 1; Longmeadow, 1; 
Malden, 1; Marblehead, 2; Melrose, 1; Newton, 3; 
New Bedford, 4; Southbridge, 1; Somerville, 2; 
Springfield, 2; West Boylston, 1; Weston, 2; Wal- 
pole, 4; Waltham, 1; Watertown, 2; West Spring- 
field, 1; Wilbraham, 1; Worcester, 1; total, 50. 

Dysentary was reported from Chelsea, 2; 
cester, 2; total, 4. 

Encephalitis lethargica was reported from Beverly, 
1; Boston, 1; Lynn, 1; West Boylston, 1; West 
Springfield, 1; Salem, 1; Worcester, 1; total, 7. 

Epidemic cerebrospinal menigitis was reported 
from Boston, 1; Clinton, 1; Lawrence, 1; New Bed- 
ford, 1; Northfield, 1; Northampton, 1; Springfield, 
1; Waltham, 2; total, 9. 

Pellagra was reported from Boston, 3; total, 3. 

Septic sore throat was reported from Amesbury, 1; 
Becket, 1; Boston, 3; Cambridge, 1; Fall River, 1; 
Lee, 1; Lowell, 1; Marblehead, 1; Northfield, 2; 
Winthrop, 1; total, 13. 

Tetanus was reported from Fall River, 1; 
wood, 1; total, 2. 

Trachoma was reported from Boston, 1; Brockton, 
1; Everett, 1; total, 3. 


Wor- 


Nor- 


MONTHLY REPORT OF CERTAIN COMMUNICABLE DISEASES 





Cases in Entire Population 


Case Rates per 100,000 Pop. 











Oct. Oct. Prosodemic Epidemic Oct. Oct. Expected 
DISEASE 1928 1927 Index Index 1928 1927 Ratesss 
ALL CAUSES 4,598 4,568 - - 106.3 107.0 = 
Ant. Poliomyelitis 50 376 604 ose 1.2 8.8 1.4 
Diphtheria 413 432 5738 .7%* 9.6 10.1 13.2 
Measles 796 526 614% 1,56* 18.4 12.3 14.2 
Pneumonia, Lobar 266 211 217% 1,298 6.2 4.9 5.0 
Searlet Fever 532 728 673% See 12.3 17.1 15.6 
Tuberculosis, Pul. 421 390 307% 1.49" 9.7 9.1 7.1 
Typhoid Fever 40 48 53% 84% 9 1.1 1.2 
Whooping Cough 336 341 523% 6 e* 7.8 8.0 12.1 
Chicken Pox 421 412 - ~ 9.7 9.7 «= 
German Measles 21 26 - - 05 6 - 
Influenza 32 32 - - 7 7) 
Mumps 149 181 - - 3.4% 4.2 - 
Tuberculosis, 0.F. 54 61 - - 1.2 14 = 


*This Index is an attempt to estimate the number of cases 


based on the trend during the past years which can be expected 


to occur, and is for the purpose of comparison with the number of cases which actually did occur. 
**This ratio expresses how prevalent the disease is compared with the index mentioned above; 1.0 indicates that the actual 


number of cases equals the expected number. 
prevalence than expected. 
cases. The method used to determine the indices is described in 
JOURNAL, 

***Calculated from the Prosodemic Index. 


A larger number means a greater prevalence, and a smaller number a lesser 
Thus, 2.0 would indicate twice the expected number of cases, and .5 half the expected number ot 


the August 18, 1927, issue of the BosToN MEDICAL AND SURGICAL 


—Massachusetts Department of Public Health. 





ANOTHER DISEASE VICTIM UNDER STUDY 


Dr. Edward Francis, a scientist of the Public Health 
Service, has fallen a victim to malta fever contracted 
during the course of study of the disease incident 
to the handling of cultures in experiments conducted 
at the hygienic laboratory of the Public Health Serv- 
ice. Dr. Francis had previously contributed to the 
knowledge of tularemia. 





IS UNDULANT FEVER AN ABORTIFACIENT? 


According to a statement in the Bulletin of the 
City of New York Health Department (Nov. 17, 1928) 


there seems ‘to be reason to suspect the bacillus 
abortus as a cause of human abortions. It has been 
recognized as an etiologic factor in bovine abortion. 





DR. HERMAN BLUMGART SPEAKS BEFORE 
THE NEW YORK ACADEMY OF MEDICINE—Dr. 
Blumgart of the Harvard Medical School was sched- 
uled to address the Section of Medicine of the New 
York Academy of Medicine on the subject: “The 
Circulatory Response to Hyperthyroidism and Myx- 





edema,” December 18. 
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CORRESPONDENCE 


THE OUTBREAK OF INFLUENZA 





The Commonwealth of Massachusetts 
Department of Public Health 
State House, Boston 


December 15, 1928. 


Editor, NEw ENGLAND JOURNAL OF MEDICINE: 

There is keen interest whether or not the outbreak 
of influenza which appeared in California and has 
been sweeping eastward will appear in Massachu- 
setts. In view of the possibility of such an outbreak 
reaching Massachusetts, it seemed to me your read- 
ers might be interested in the number of cases and 
deaths from influenza and pneumonia (lobar) report- 
ed through the State to this Department since August 
31st to date this year as compared with the same 
period last year. 





INFLUENZA 
1928 1927 
Month Cases Deaths Cases Deaths 
September 26 14 20 12 
October 32 18 32 22 
November 31 ** 37 21 
December 39* ** 42 34 
Total 128 06: COBB 131 89 


PNEUMONIA (LOBAR) 


1928 1927 
Month Cases Deaths Cases Deaths 


September 99 59 155 83 
October 266 123 211 95 
November 237 = 324 163 
December 241* *% 471 183 
Total 843 182 1161 524 
*Through December 15. 


**Not available. 


The outbreak of 1918 taught us at least to advise 
patients to go to bed early, call a doctor, and stay in 
bed until the doctor advised them it was safe to get 
up. The Department is giving such advice general- 
ly and in addition is pointing out that cases of this 
disease should be treated at home rather than in 
hospital. 

Yours truly, 
GrEorGE H. BiceLtow, M.D., 
Commissioner of Public Health. 





MEETING OF THE NATIONAL SOCIETY FOR 
THE PREVENTION OF BLINDNESS 


(From Our Special Correspondent) 


The annual meeting of the National Society for 
the Prevention of Blindness was held at the Russell 
Sage Foundation in New York, November 26 to 28, 
1928. About 200 ophthalmologists, school physicians, 
nurses, school officials, social workers, and others in- 
terested in the conservation of vision were in attend- 
ance. Among the speakers was Dr. James J. Regan 
of Boston, who has recently been appointed consult- 
ing ophthalmologist of the school system of that 
city. 

The school was emphasized as the logical center 


for child sight conservation by Dr. Harry B. Burns of; 





Desde pete 

crt: 
Pittsburgh, though the views of different Speakers 
varied as to whether the primary responsibility qe. 
volved upon the physician or the teacher. Data pre. 
sented to Dr. B. L. Jarman of the United States Public 
Health Service indicated that the simple Snellen test 
reveals but a small percentage of the actual humber 
of refractive errors in children. The myopic eye is 
nearly always discovered by the Snellen test, but the 
hyperopic eye seldom is, although it is found with 
the aid of the cycloplegic. 

Mr. Lewis H. Carris is managing director of the 
National Society for the Prevention of Blindness and 
Dr. B. Franklin Royer, at one time in charge of the 
Massachusetts-Halifax Health Commission, is medi. 
cal director. The Society, which is in its 20th year 
of service, has recently announced that it will have 
the co-dperation of the American Federation of Labor 
in a campaign for the prevention of blindness and 
conservation of vision among the industrial work- 
ers of America and their families. In announcing 
this work, it is stated by the Society that approxi- 
mately $10,000,000 a year is now being paid in com. 
pensation to workmen in this country who have been 
totally or permanently blinded while at work. About 
98 per cent. of all industrial accidents are said to be 
preventable. 





MEETING OF CLEANLINESS INSTITUTE 
(From Our Special Correspondent) 

About 100 physicians, sanitarians, social workers 
and civic officials attended a luncheon of the Cleanli- 
ness Institute at the Town Hall Club in New York 
on December 3, 1928. Mr. Roscoe C, Edlund, general 
director of the Institute, presided, and the guest of 
honor was Dr. George F. Buchan, medical officer of 
health of Willesden, England, and presideut of the 
English Health and Cleanliness Council. 

Dr. Buchan told this audience that in his opinion 
the United States was blessed with the greatest 
cleanliness facilities in the world, and that Americans 
not only preached, but actually practiced a higher 
gospel of cleanliness than is to be found among most 
European nations. Mr. Edlund agreed with this 
statement but pointed out that millions of our popu- 
lation have not yet been taught adequate standards 
of cleanliness, and that in many states there is no 
adequate legislation pertaining to cleanliness to pro- 
tect public health in the most complete manner. 

The Cleanliness Institute in the United States was 
formed about a year ago and is supported by the As- 
sociation of Soap and Glycerine Manufacturers. In 
England the soap manufacturers also support the 
British Cleanliness Council, which was organized 
about two years before the similar association in 
America. Both organizations are endeavoring by 
means of educational efforts to inculcate cleanliness 
ideas in the general populations of their respective 
countries. 





RECENT DEATH 


McCARTHY—Dr. CHARLES AmMBROSE McCaARTHY, 
former city physician, school physician and member 
of the School Committee of Lawrence, died suddenly 
at his home in that city, December 9, 1928, at the 
age of 56. 

He was a native of Ireland and a graduate of Uni- 
versity and Bellevue Hospital Medical College, New 
York, in 1899. 
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NEWS ITEMS 


HARVARD MEDICAL SCHOOL 


The following information was made public from 
the Dean’s Office on December 12, 1928:— 


NEW APPOINTMENTS 


One year from September 1, 1928: Richard Cannon 
Eley, M.D., Assistant in Pediatrics; Haqvin Malmros, 
MD., Research Fellow in Biological Chemistry; 
John Reginald Cuff, M.D., Research Fellow in Path- 
ology. 

From November 1, 1928 to September 1, 1929: 
Moses Ralph Kaufman, M.D., Research Fellow in 
Psychiatry. 

From January 1, 1929 to September 1, 1929: John 
Archibald Ferguson, M.D., Instructor in Pathology. 


CHANGE OF TITLE 


One year from September 1, 1928: Arthur Moses 
Greenwood, M.D., Instructor in Dermatology, from 
Assistant in Dermatology; Clarence Guy Lane, M.D., 
Instructor in Dermatology, from Assistant in Derma- 


tology. 
RESIGNATION 


To take effect December 1, 1928: Benjamin Earl 
Clarke, M.D., Instructor in Pathology. 





INFLUENZA—The public health authorities are 
apprehensive because of the increased incidence of 
influenza throughout the west which is continuing 
eastward. Fortunately the type is less serious than 
in previous years. 





DR. HARTWELL NAMED MEDICAL EXAMINER 
—Dr. Arthur S. Hartwell of Norwood was named 
medical examiner of the first Norfolk district by 
Governor Fuller on December 12. The appointment 
was confirmed under suspension of the rules. 


_ 


NOTICES 


APPOINTMENT OF INTERNES FOR THE CAR- 
NEY HOSPITAL, SOUTH BOSTON, MASS. 








Appcintment of internes for the year 1929-1930 
will be made at the hospital on January 30, 1929. 
Blank Applications for the Surgical and Orthopedic 
Service, Medical Service, Gynecological and Obstet- 
ric Service, Ophthalmological and Oto-Laryngological 
Service are now ready and may be obtained by writ- 
ing to the Superintendent, or to Dr. E. L. Kickham, 
270 Commonwealth Avenue, Boston, Mass. 





NEW YORK ORTHOPAEDIC DISPENSARY AND 
HOSPITAL 


420 Hast 59TH STREET, NEw YorkK 
THE VON LACKUM MEMORIAL FUND 


Dr. H. LeRoy von Lackum was killed instantly in 
an aeroplane accident on June 30, 1928. 

Those who so closely associated with him at the 
New York Orthopaedic Dispensary and Hospital, and 
his many friends, feel very deeply the tragedy of 
his untimely death and wish to establish a memorial 
to his name. For this purpose the undersigned com- 





mittee was appointed at the October meeting of the 
staff of the Hospital. 

Because of his many years’ association with the 
Hospital and his single-minded devotion to his work 
there, it was decided that the most appropriate me- 
morial would be the creation of a fund in his name 
for the endowment of a room in the Private Pavilion 
of the Hospital to be used by physicians, nurses, 
teachers or other professional persons who. could 
not ordinarily afford a private room. We feel that 
this will realize an ideal which he himself had often 
expressed, that it will meet a constant need, and that 
it will preserve, better than anything else, his spirit 
as a iiving force in the Hospital. 

* This endowment will require fifty thousand dol- 
lars, and we are sending this letter to his friends in 
order that they may have the opportunity of giving 
expression to their feeling for him in this way by 
contributing to the fund in whatever amount they 
may feel able to give. 

RussELL A. Hrpss, M.D. 

ALAN DEF. SmitH, M.D. 

WALKER E. Swirt, M.D. 


Committee 


Checks may be made payable to The von Lackum 
Memorial Fund and sent to Dr. Walker E. Swift, 420 
East 59th Street, New York, N. Y. 


+t 


REPORTS AND NOTICES OF 
MEETINGS 


SOMERVILLE MEDICAL SOCIETY 








ANNUAL MEETING REPORT 


The Annual Meeting of the Somerville Medical 
Society was held in Boston at the Elks’ Hotel, Wed- 
nesday evening, December 5, 1928. 

The following members were elected officers for 
the ensuing year: Dr. E. H. Robbins, President; 
Dr. John E. Gillis, Vice-President; Dr. Crawford K. 
Sweeley, Secretary; Dr. Allan H. Blake, Treasurer. 

Following the custom of the Society, physicians 
who had read papers before the Society during the 
past year were invited to be guests at the annual 
dinner. Among those guests present were Dr. Ran- 
som A. Greene of the Walter E. Fernald State School, 
Waverley; Dr. Torr W. Harmer, Dr. Herbert H. How- 
ard, Dr. A. K. Paine, Professor of Obstetrics, Tufts 
Medical School; Dr. Edward J. O’Brien. Among oth- 
er guests were Mr. Everett W. Ireland, Superintend- 
ent of Schools of Somerville, and Attorney John 
Welch of Cambridge. 

The paper of the evening entitled “The Medical 
Aspect of Crime and Criminals” was read by Dr. 
Abraham Myerson of Tufts College Medical School. 
This interesting and timely subject was presented 
by Dr. Myerson in a sane, conservative, and judicial 
manner. The discussion which followed the reading 
of the paper was very instructive and indicated 
that the members of the Society taking part in the 
discussion had more than a passing interest in the 
subject. Before the reading of the paper; Dr. Charles 
E. Mongan brought to the notice of the Society cer- 
tain proposed legislation, affecting the medical pro- 
fession which is now before the present Congress 
at Washington. In consequence of the discussion, 
the following resolutions were unanimously adopted 
by the Society. 
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N. E. J. of 
December 20, an 





Whereas, the Sheppard-Towner Act expires by 
limitation June 30, 1929, and whereas a new bill has 
been introduced into Congress and is now pending, 
which bill appears as H. R. 14070. A bill to provide 
a Child Welfare Extension Service and for other 
purposes, and whereas this bill is more extensive 
in its scope than the Sheppard-Towner Act, inas- 
much as the pending bill would actually authorize 
the Children’s Bureau to carry on its activities in- 
dependent of State Agency. And whereas, the exer- 
cise of this power would cause unnecessary oOver- 
lapping of State and Federal Health activities, and 
whereas this would entail a waste of effort and 
money and confusion between State and Federal 
Health activities. Be it Resolved that the Somer- 
ville Medical Society in annual meeting protest 
against the passage of H. R. 14070—a bill to provide 
a Child Welfare Extension Service and for other 
purposes, as uneconomic, as wasteful and as against 
the best medical practice. 

Be it further Resolved that we call upon our 
Representatives in Congress from Massachusetts to 
strenuously oppose this Legislation. Be it further 
Resolved that the Secretary of the Somerville Medi- 
cal Society be instructed to send a copy of these 
Resolutions to Hon. Frederick H. Gillett and to 
the Hon. David I. Walsh, Senators from Massachu- 
setts, and to the Hon. Charles L. Underhill, Repre- 
sentative in Congress from the Ninth Congressional 
District. And be it further Resolved that a copy 
of these Resolutions be sent to the New ENGLAND 
JOURNAL OF MEDICINE and to the Journal of the Ameri- 
can Medical Association. 

The meeting was one of the most successful meet- 
ings held by the Somerville Medical Society. 

Reported by Dr. Crawford J. Sweeley, Secretary. 





THE HARVARD MEDICAL SOCIETY 


The Harvard Medical Society held a regular meet- 
ing on the evening of November 27, 1928, in the 
Peter Bent Brigham Hospital Amphitheatre. After 
the presentation of two cases Dr. H. A. Christian 
introduced the speakers of the evening. 


The first case was presented by Dr. Derowe of the 
medical service. The patient was a fifty-two year 
old man who came into the hospital complaining of 
a burning sensation between both shoulders and up 
and down his thoracic spine of two months’ dura- 
tion. A week before admission his doctor discovered 
flatness over the right base behind, with absent 
breath sounds. A month before this he had been 
in the Massachusetts General Hospital for six days 
with the diagnosis of an upper respiratory infection. 
Physical examination verified his doctor’s findings 
and by thoracentesis some dark fluid of specific 
gravity 1.012 containing some polynuclear leuco- 
cytes was drawn from the right chest. A week 
later a similar fluid was withdrawn. The tempera- 
ture varied and the white count ranged from 13,200 
to 25,000. Bronchoscopy showed a fragile occluding 
growth in the right lower bronchus. X-ray treat- 
ments were given and the patient immediately im- 


proved. After each treatment he coughed and ex- 
pectorated watery whitish sputum never  blood- 
tinged. Codein and the milder sedatives relieved 


the pain effectually. X-ray plates showed clouding 
at the right base, the heart and trachea displaced 


Christian emphasized the fact that fever do 
rule out neoplasm. 


The second case was presented by Dr. Ormond of 
the surgical service. The patient was a 65 year old 
furniture contractor who had come into the hospita] 
two weeks before complaining of colicky pains in 
his upper abdomen of 36 hours duration. Three 
years before he had had a prostatectomy without 
subsequent symptoms. His present illness began 36 
hours before admission after a hard day’s work and 
a heavy meal. The severe upper abdominal Dain 
was not relieved by his physician and he wag sent 
into the hospital. His abdomen was distended anq 
tympanitic throughout with marked tenderness jn 
the epigastrium and both hypochondria. The white 
count was 23,000, 3% sugar in the urine, and an 
icteric index of 35. A provisional diagnosis of acute 
cholecystitis and questionable acute pancreatitis ang 
cholangitis was made. The distension was reduced 
and the patient became comfortable. Two days 
later he appeared more ill and a cholecystostomy 
was done. Convalescence was uneventful. Temper. 
ature and pulse returned to normal, the urine re. 
mained sugar free on a maintenance diet without 
insulin, and only a very slight tenderness remained 
beneath the right costal border. 


The first paper entitled “A Clinical Conception 
of Rheumatic Fever” was presented by Dr. Samuel 
A. Levine. The conclusions on which this paper is 
based while unco-6rdinated as yet, were the results 
of watching rheumatism in all its forms over a 
period of many years. There is a triad of rhev- 
matic symptoms, i. e., arthritis, chorea, and valvular 
heart disease, which is typical. The polyarthritis 
may be called vague “growing pains,” and yet have 
a typical rheumatic effect on the heart. The chorea 
may be regarded as simply nervousness in an other- 
wise healthy child. The heart disease may be evi- 
dent as tachycardia with a slight systolic murmur. 
Dr. Levine added to these more important symp- 
toms, first, skin lesions appearing as an erythema or 
as rheumatic nodules; second, unexplained fever 
which lasts longer than that of many other diseases, 
and last, abdominal symptoms, that is, nausea and 
vomiting with or without pain. 
or cyclic vomiting is a sign of the continued activity 
of the disease. These primary symptoms may ap- 
pear at the same time or may follow one another at 
intervals of years. The secondary infections are, 
first, a family diathesis; second, nosebleeds which 
come on before or after the infection, and third, the 
appearance of the patients; those with freckles and 
hyperextension of the fingers seem more subject to 
the disease. 

Dr. Levine compared rheumatic fever to lues in 
that after the initial attack there may be no symp- 
toms until years later, for example mitral stenosis. 
The appearance of rheumatic manifestations in a 
certain part of the body is probably an allergic re- 
action of that tissue to the causative agent. He 
compared the disease to infantile paralysis in that 
there are many more cases than show symptoms. 
Fifty per cent. of late heart cases can give no his- 
tory of rheumatism. Finally, Dr. Levine thinks that 
many cases of bacterial endocarditis deveiop on top 
of a slight systolic murmur due to mild rheumatic 
infection. 


The second paper was presented by Dr. Harlan 





to the right, and the right lung atelectatic. Dr. 


Newton on “The Use of Surgery in the Treatment of 
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cute 
Pulmonary Tuberculosis.” Dr. Newton has been 


working in the continental clinics for the past year 
where he obtained most of his material. The founda- 
tion of pulmonary tuberculosis surgery is in the 
operation known as_ paravertebral extrapleural 
thoracoplasty. ‘This consists in subperiosteal re- 
moval of varying rib lengths, sometimes from the 
first to tenth ribs, without entering the pleural cav- 
ity. The result is the same as an artificial pneumo- 
thorax. 

The results affecting the lung are several. First, 
there are degenerated areas of tissue in the dis- 
eased lung. Second there is a decrease in produc- 
tion and circulation of toxins with dilatation of 
lymphatics producing lymph stasis. Third, a chron- 
ic passive congestion is set up, simulating the much 
used hyperaemic treatment. Last, nature is aided 
by the immobilization of the chest. 

The main indication for this type of surgery is a 
chronic unilateral fibrotic or ulcerative tuberculosis 
without complications in the other lung. If there 
has been a previous adhesive pleuritis, a true 
pneumothorax is impossible. In some cases pneumo- 
thorax leads to complications such as suppuration, 
and air embolism. Cavitation with much sputum is 
not a contraindication. Contraindications are in- 
volvement of both lungs, especially in the hilus or 
lower lobe of the better lung, chronic valvular or 
other cardiac disease, nephritis, diabetes, possibly 
venereal disease, or any other focus of tuberculosis. 

The operative mortality is on the average about 
8-10%. Improvement follows in about 35-40% of the 
operated cases. In conclusion Dr. Newton empha- 
sized the close co-dperation of the internist and the 
surgeon as necessary to secure favorable results. 
In tuberculosis, surgery does not displace medicine, 
especially in the incipient stages. 





WACHUSETT MEDICAL IMPROVEMENT 
SOCIETY 


The Wachusett Medical Improvement Society held 
its monthly meeting at the Holden District Hospital, 
Dec. 5, 1928. A supper was served and eighteen 
members and one visitor were present. 

There was no business meeting. 

A paper entitled “Diagnosis of Heart Diseases,” 
was read by Dr. G. M. Albee of Worcester, who 
pointed out simpie, clear and practical ways of 
classifying heart diseases for diagnosis and treat- 
ment purposes. He stated that etiologically they all 
belong to the rheumatic, hypertensive, syphilitic, 
arteriosclerotic or congenital groups, or that they 
are caused by thyroid or circulatory disturbances. 
He also stated that in the treatment one great prin- 
ciple must. be borne in mind: that the heart must 
be given less to do and must be helped in what it 
has to do. 

Doctor Albee answered numerous questions and 
the discussion was very interesting to those pres- 
ent. The meeting proved to be of great practical 
value. 

PauL DUFAULT, Secretary-Treasurer. 





MASSACHUSETTS SOCIETY FOR MENTAL 
HYGIENE 


On Friday, Nov. 16, 1928 following a luncheon at 
one o’clock the Massachusetts Society for Mental 
Hygiene held its annual meeting at the Twentieth 


Century Club, 3 Joy Street. After the auditor’s re- 
port and a resume of the year’s work by the medi- 
cal director, Dr. MacFee Campbell presented the 
speakers. 

Elliott Dunlop Smith, Professor of Industrial En- 
gineering at Yale University spoke on “Mental Hy- 
giene and Industrial Management.’ ‘The present 
work of industrial management, Professor Smith 
said, is to arrange the job and its appurtenances in 
such a way as to bring about the healthy mental 
life of the worker. The history of the development 
of this attitude is extremely interesting. 

The first attitude was what might be called 
militaristic. The rise and fall of a company was 
thought to depend upon the man. The company 
therefore got all it could out of its employees, who 
in turn gave the least they could compatible with 
holding their jobs. This is service maintained by 
fear and results in many misunderstandings. 

This attitude gave way to the era of the manage- 
ment engineer. This man applied the technique of 
running a machine to man. The factory was run 
as a co-d6rdinated machine, which resulted in shift- 
ing the attention of the management from wages to 
output. The personal element was lacking, however, 
and laborers thought they were being driven to the 
very last available resources of energy. 

Realizing this mistake, the companies turned to 
the treatment of each man as an individual. Due to 
the war a labor shortage developed, and with high 
wages the men would not work steadily. The fac- 
tories began putting in swimming pools, gymnasiums, 
and golf courses to attract labor, and the personnel 
manager took the place of the management en- 
gineer. 

Today a new era has supervened. The factories 
have changed from pampering the individual to mak- 
ing the job attractive. In this treatment psychology 
and psychiatry have been brought to bear on the 
labor problems. 

The results of all this as shown by Professor Smith, 
have been expressed in three rules. First, it must be 
recognized that the man cannot be separated from 
his job or his boss any more than child education 
can be separated from parental influence. Second, 
a non-partisan attitude must be maintained. Third 
and last, a growing firm must have executives who 
know, not only the business, but psychiatry also. 

The second talk was given by the Hon. Herbert 
C. Parsons, Commissioner of Probation, State of 
Mass., on “The Kinship between Mental Hygiene and 
Probation.” The attitude of punishment by injury 
for injury is disappearing, with a question of its use 
as a deterrent of crime. The earlier discovery of 
crime committed or a criminal diathesis is to be de- 
sired. As a means to this end, mental hygiene is a 
great factor. The dictum of “helping and not hurt- 
ing, hurting only when it helps” should be followed. 

The final speech of the meeting was presented by 
Robert W. Kelso, Executive Secretary of the Boston 
Council of Social Agencies, who spoke on “Mental 
Hygiene as a Primary Factor in Social Work.” 
Mental hygiene, Mr. Kelso said, is catalytic in social 
work. Social work in itself is supposed to be 
broadened charity, but today it comes. from deeper 
sentiment than sympathy. This changed attitude is 
due to seeing man as an individual in the light of 
his past, present, and future conduct. As a result, 





the processes of social defense systems have changed, 
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and the individual and not society is the aim of 
mental hygiene in social work. 

How are social workers going to know the effect 
of their actions if they don’t know the theory under- 
neath? Mr. Kelso asks for an Institute for Criminal 
Research to define and know the individual so as to 
build a foundation for a superstructure of action. 
He stressed particularly that action is the scientific 
foundation for sound social work. 

The luncheon attended by over one hundred and 
fifty persons, was a decided success. 





PLYMOUTH COUNTY MEDICAL SOCIETY 
AppRESS OF Dr. Z. B. ApAmMs* 


Mr. President and Members of the Plymouth County 
Medical Society: 


We are very much complimented to have you show 
the interest which you have in coming down here 
this afternoon and I think your visit has given you 
a good idea of what we are trying to do. 

The subject of surgical tuberculosis is a vast one 
and I will not try to cover the whole ground in this 
talk but simply to give you one of the phases. 

We do not feel that heliotherapy, or any other one 
thing is going to get these patients well, but what 
we are trying to do is to combine the various meth- 
ods which have proved to be of value in caring for 
these cases and give the patient the benefit of our 
best judgment in each particular case. 

There is no dogmatic rule which can be laid down 
for the treatment; the cure depends upon the 
severity of the infection and the individual’s resist- 
ance. There has been a good deal of dogmatic 
treatment described. For example, if we take one 
of the common phases we have treated here, that is 
tuberculosis of the vertebrae. You get one man who 
advises an Albee bone graft to get him well, a 
transplant of a piece of bone from his tibia into the 
back. To the laity this sounds very good. Another 
doctor may advise a Hibbs fusion to make his back 
grow strong. Of course these operations are an ef- 
fort to furnish a splint which in former years was 
done by a plaster jacket or an iron brace; such 
splinting is an aid in the cure of tuberculosis of the 
spine, but it is very soon found that such splinting 
does not cure these cases, and the disease goes bliss- 
fully on, in spite of surgical bone graft or Hibbs 
fusion. It requires a wise combination of all meth- 
ods and even then we do not always succeed. 

Now our opinion in these cases is that it is a 
great deal better to get the bone in the state of 
healing before you attempt to do a bone graft or 
fusion, to wait until the resistance of the body to 
the disease has been built up. 

We feel that the thing to do is to heal the disease 
and then to completely insure the healing by fusion 
of the spine over the area where the disease was. 

How long does it take to properly heal the lesion 
in children? This question is often asked. Chil- 
dren’s lesions heal more rapidly than adults, but 
here again it depends upon the amount of infection 
and the resistance of the child. We have to keep 
them here from three to five years, sometimes seven 
years. 

You can see what a wonderful place the State 
of Massachusetts has established in this hospital. 


*Read at Lakeville Sanatorium, Nov. 15, 1928. 


They have their own farm, which Provides 
milk and eggs in abundance so they really are 
fed. They are out in the open air, and overs 
we give them sun. Of course in the winter monite 
we are unable to do this. 

To heal the lesion in bone and joint disease W 
feel that the child should stay long enough to pry 
duce a firm bone scar, so that the lesion wil] not 
break down in the future. This is one of our dif. 
culties, to impress upon the child’s parents the jm. 
portance of staying long enough to really heal the 
disease. When the child enters it looks sick. Then 
after a period of about six months with the g00d 
food, sun and air baths the child has improved 80 
that at the end of the year when he is getting along 
so well it is hard to impress on the parents that 
the child should stay longer to avoid further trouble 
with his particular lesion. When you ask them to 
allow you to operate on the child that is getting 
well they cannot understand it. 

We feel that it is a mistake and have found it a 
mistake to operate on these cases in the early 
stages, even though this is against the dogmatic 
rule. Here is the answer. There are two types of 
this disease in the spine, the caries sicca, a slow 
going type, and then a rapid type. The caries sicca 
smoulders along for years and is often taken for 
arthritis in the shoulders or knees, symptoms may 
become more acute and break down, and then you 
realize it is tuberculosis. There is another type 
which flares up with acute symptoms, bone breaks 
down, and dangerous looking abscesses follow. In 
any of these types of cases, the caries sicca, you can 
operate in the early stages, that is because the pa- 
tient’s resistance is high from the first. In the 
other types it is extremely dangerous to operate, 
possibly an abscess has to be opened and drained, 
but each one of these cases vary. In each particu- 
lar case you have to use your good judgment, that 
is, the judgment which you have obtained from the 
past experiences. 


On Thursday evening, December 6, 1928, Dr. 
George A. Moore entertained the Plymouth District 
Medical Society at the Moore Hospital. The first 
section of the program consisted of moving-pic- 
tures showing the catching of tuna fish and salmon, 
followed by a comic reel. 

The second section of the program showed de- 
tailed pictures of two Caesarean operations, one a 
vertex and the other a breach. The operations were 
performed by Dr. Moore, surgeon of the Moore Hos- 
pital, who employed the Barton Cook Hurst method 
and the Cornell pump. Dr. Moore explained the va- 
rious steps which the pictures illustrated. He 
stated that the Corneli pump was a suction pump 
and that by the introduction of a tube into the 
uterus the amniotic fluid and blood were sucked 
out so that they would not interfere with the opera- 
tor. Delivery by this method is slow, usually occu- 
pying' a space of from four to six minutes. The 
uterus is never delivered outside of the abdominal 
cavity. As the baby is taken out, it is carefully 
wrapped in-hot blankets. The placenta is delivered 
normally. 

In performing this Caesarean operation the first 
incision is transverse so that the bladder can be 
retracted downward. The incision into the uterus 





is made behind the bladder. The first step, after 
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Number 25 
opentos the uterus, is to suck the blood out with the 
Cornell pump. Then the membranes are opened and 
the pump sucks out the blood and amniotic fluid in 
the same way. The operator then puts his finger 
into the child’s mouth so as to facilitate its breath- 
ing. The forceps are applied and the delivery takes 
place during four to six minutes. The uterine walls 
are seldom torn by this method. The room tempera- 
ture is kept at from 98.6 to 80 and the baby is quick- 
ly covered with warm blankets. The baby used in 
the illustration weighed nine and one-half pounds. 
Under Dr. Moore’s method only one baby in his 
series of operations had to be resuscitated. This 
is the method introduced by Koenig, taken up by 
Beck of Chicago and then adopted by Barton Cook 
Hurst who has added to the technique. The demon- 
stration proved to be very instructive to the 
audience. 

The next exercise on the program was the read- 
ing of a paper on “Surgery of Pelvic Infections,” by 
Dr. Ralph French of the Truesdale Clinic of Fall 
River. He made four classifications as follows: 
“Surgery of the Pelvic Organs,” “Inflammation of 
the Pelvic Organs,” “Functional Disorders and 
“Malignancy.” The paper showed very careful prep- 
aration and particular attention was paid to the 
details of the four divisions cited above. Dr. French 
concluded by saying that pelvic operations in the 
future will be lessened, by greater advances in medi- 
cal methods and obstetrics. He felt that cases com- 
plicated by diabetes were favorably influenced by 
the use of insulin and in anemia by the liver diet. 
He was inclined to feel that there would be a 
marked decrease in the incidence of venereal dis- 
eases in the future. Discussion was opened by Dr. 
Thomas H. McCarthy, President of the Plymouth 
District Medical Society. Dr. McCarthy was fol- 
lowed by Dr. David Tuholski, Dr. W. T. Hanson, 
Medical Director of the State Hospital at Bridge- 
water, Dr. N. C. King, Dr. W. E. Buck of Randolph, 
Dr. John J. McNamara and Dr. C. G. Miles. Dr. 
French expiained in detail the interesting features 
of his paper that might be of especial interest to 
those present. Enthusiastic applause followed the 
reading of this paper. Dr. Moore served a very 
acceptable luncheon, which was thoroughly enjoyed. 
Among those present were: 

Dr. Thomas H. McCarthy, Dr. James H. Drohan, 
Dr. Leo Crimmins, Dr. John Weller, Dr. Alfred Le- 
may, Dr. John J. Callahan, Dr. John R. Noyes, Dr. 
Jonas E. Bacon, Dr. N. C. King, Dr. W. T. Hanson, 
Dr. John T. McNamara, Dr. Louis Sheller, Dr. Ezra 
W. Whitmarsh, Dr. W. E. Buck, Dr. Anthony Champ, 
Dr. D. W. Livermore, Dr. Frederick W. Murdock, Dr. 
C. EB. Lovell, Dr. A. Rifkin, Dr. Alexander McRobbie, 
Dr. C. G. Miles. 








SOME DOCTORS IN COURT 


One of the most interesting meetings of the year 
was held in Amphitheatre E of the Harvard Medical 
School on Thursday, November 22, 1928 at 5:00 
o'clock. Prof. E. M. Morgan of the Harvard Law 
School spoke on “Some Doctors in Court”. 

Doctors appear in court in many capacities, Prof. 
Morgan said. First, as the plaintiff, usually to get 
money for services rendered. The courts usually 
uphold the doctor in cases in which he has charged 
according to the patient’s ability to pay. The doctor 
can collect from the husband for treating the de- 
Serted wife or from the estate if the patient dies. 


for example in cases in which the surgeon, being re- 
tained to perform a particular operation, finds on the 
table that he should do more than was anticipated 
in order to accomplish the desired result. If the pa- 
tient isn’t satisfied, the surgeon can’t get the extra 
money and has even been sued for assault. 

A doctor may also appear in court sued for mal- 
practice, this being defined as failing to use reason- 
able care and average skill. What helps the doctor 
here is that the court holds as a matter of course 
that the mere fact of an unfavorable result is not 
evidence of malpractice, that is, that the doctor 
contracts to treat and not to cure. Again, the plain- 
tiff’s evidence must be from witnesses of the same 
school; for example, an osteopath can only give 
evidence in a case concerning an osteopath, ete. If 


the case gets to the jury, the decision is usually - 


in favor of the plaintiff; hence if every case got to 
the jury the defendant doctors would often be ruined, 
but the pitfalls are so many that only the worst 
cases of malpractice ever get that far. 

A doctor may have to appear in court to answer 
for the disclosure of confidential information. Where 
a doctor guarantees a cure which is not obtained, 
he is liable, but this usually occurs with quack doc- 
tors. The doctor may be the defendant in cases of 
illegal operations. In these cases the doctor is of- 
ten acquitted because the testimony of the dying 
patient is only admissible when the patient believes 
that death is impending. 

The most important and common appearance of 
the doctor in court is as a witness. Rarely does he 
appear as an impartial witness, but more often as a 
medical advocate in which case he views the facts 
according to the wishes of the attorney who retains 
him. Here Professor Morgan gave several examples 
where doctors are good doctors, but have defective 
morals. Another reason why doctors often make 
such a poor showing in court is because they are 
usually too busy to examine recent literature and 
thus find themselves faced by a lawyer who knows 
more about that particular subject than they do. 
Another great abuse is the use of the hypothetical 
question. This is necessary because the doctors 
know so few of the facts of the case that hypothesis 
is necessary to get a well-rounded opinion. If doctors 
would refuse to become medical advocates they 
would get more respect from the lawyers and courts. 





THE FRANKLIN COUNTY DISTRICT MEDICAL 
SOCIETY 

The November meeting of the Franklin District 
Medical Society, with better than 50% attendance, 
was held at the Weldon, Greenfield on Nov. 13. 

Dr. H. N. Howe of Greenfield read a paper and re- 
ported cases of “Diphtheria and Septic Sore 
Throat.” 

Dr. H. J. Stetson talked on “Prostatic Obstruc- 
tion.” 

Both these papers proved interesting and instruc- 
tive and provoked considerable discussion. 

CHAS. MOLINE, Secretary. 





NEW YORK ACADEMY OF MEDICINE 

A meeting has been held under the auspices of the 
Rockefeller Institute in memory of Hideyo Noguchi 
ait 5 P. M. on Thursday, December 20, 1928, Dr. George 
E. Vincent, presiding. 

Addresses by Dr. William H. Welch, Dr. Theobald 
Smith, Dr. Simon Flexner and a representative of 
the Japanese Embassy were delivered. 





The doctor may appear in court as the defendant, 
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LAWRENCE MEDICAL CLUB 
The monthly meeting of the Club was held Mon-)cal condition. The six factors are: Reducing Pulse | 
day evening, November 26, 1928, with C. J. Burgess,|Standing Pulse, Pulse Difference, Exercise Pulse, | 
M.D., 37 Whitman Street, Lawrence. The Chairman|Time of Recovery to Normal, Blood Pressure Due 
for the evening was William Colson, M.D., of Law-|to Position Changes. This system hag been waenaae 
rence. Subject: Schneider Index in General Prac-|fully used in the Medical Department of the Arm 
tice. Air Service to determine physical fitness of wolahine 
Abstract of address: The Schneider Index is a|for immediate flying. In general medicine it jg 
mathematical total of six arbitrary numerical values | applicable to convalescents. 
placed upon six features in the physical examination| The following charts are those devised by Dr 
of a patient in order to determine his present physi- | Schneider. 
SCHNEIDER INDEX 
A. Reclining Pulse Rate B. Pulse rate increase on standing (Points) ' 
Rate Points Q-10 Beats 11-18 19-26 27-34 35-42 ; 
50 - 60 3 3 3 2 1 0 
61 - 70 3 3 2 A 0 el 
71 = 80 2 3 2 i) -1 2 
81 _ 90 1 2 2 -l =-2 @-3 
91 = 100 0 1 0 -2 -3 <3 
101 - 110 -1 0 <1 -3 =3 =3 
C. Standing Pulse Rate D. Pulse rate increase immediately after 
exercise 
Rate Points Q-10 Beats 11-20 21-50 31-40 40-50 
60 = 70 3 3 3 2 1 Q 
71 - 80 3 3 2 1 Oo QO 
81 - 90 2 3 2 1 o 21 
91 = 100 1 2 1 ie) -1 -2 
1oO1 = 110 1 1 i) -1 -2 3 
111 - 120 ) 1 -1 <2 =3 =3 
121 - 130 0 0 -2 <3 <3 =3 
i 131 - 140 “1 ) -3 <3 -3 3 
‘i E. Return of Pulse Rate to (Standing) 
if normal after exercise 
ig Seconds Points 
4 31 - 60 2 
+f 61 = 90 1 
at 91 = 120 0 
' After 120,-2-10 Beats 
a above normal @l 
iF After 120,-11-30 Beats 
f i i above normal <2 
a 
. F. Systolic pressure, standing, 
id compared with reclining 
¥ Change in MM, Points 
i 73 Rise of 8 or more 3 
7 Rise of 2-7 2 
:e No rise 1 
' Fall of 2-5 fe) 
If if Fall of 6 or more -1 
it 
al 
ta Name 
is Address 
Date 
1 Rate-Points | Rate-Points| Rate-Points | Rate-Points 
a Reclining Pulse 
ei 
i Standing Pulse 
ie 
4 7 
th Pulse Difference 
if 
iy Exercise Pulse 
i By 
, 
' t Time (Sec.) 
i ( i 
q } i 
; 
j t Blood Pressure 
F (Posture Change) q 
y } 3 
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iI 




















volume 199 
Number 26 





EDITORIAL DEPARTMENT 


1291 





SOCIETY MEETINGS 


Meetings of the Boston Medical Library, the 
Comp otk District Medical Society, the Middlesex South 

District Medical Society and the Norfolk District 

Medical Society (at Boston Medical Library at 8:15) 

January 30, 1929—General meeting in association with 
Boston Medical Library. “Heredity,”’ Professor George H. 
Parker, Harvard University. 

February 27, 1929—Medical Section. ‘‘The Newer Knowl- 
edge of Nutriment,” Dr. Lafayette B. Mendel (exact title 
to be submitted later), Yale University Medical School. 

March 27, 1929—Meeting in association with Middlesex 
South District Medical Society. Clinical and Experi- 
mental Studies of Obstructing Jaundice and Its Compli- 
cations. Dr. Waltman Walters, Mayo Clinic, 

April 24, 1929—Annual meeting. Speaker, Dr. Walton 
Martin, New York City. Title to be announced later. 

The medical profession is cordially invited to attend all 
these meetings. 





December 20—New England Heart Association. See 
page 1234, issue of December 13, for detailed notice. 

December 20—New England Hospital for Women and 
Children. Complete notice appears on page 1234, issue 
of December 13. 

January 29—Conference on Mental Hygiene in Public 
Health and Social Work. Detailed notice appears on page 
1235, issue of December 13. 


DISTRICT MEDICAL SOCIETIES 


Barnstable District Medical Society 
Schedule of Meetings: February 7, 1929, May 2, 1929. 


Bristol North District Medical Society 
April 18, 1929—Spring meeting. 


Essex North District Medical Society 
January 2, 1929 (Wednesday)—Semi-annual meeting at 
Haverhill, at 12:30 P. M. 
May 1, 1929 (Wednesday)—Annual meeting at Lawrence, 
at 12:30 P. M. 
May 2, 1929 (Thursday)—Censors meet at Hotel Bart- 
lett, 95 Main Street, Haverhill, at 2 P. M. (Tel. 3430.) 


Essex South District Medical Society 

January 2, 1929 (Wednesday)—Hawthorne Hotel, Salem. 
Dinner at 7 P. M. Symposium on Gall Bladder Disease. 
Speakers: Dr. Chester Jones, Boston, Diagnosis of Gall 
Bladder Disease, and Differential Diagnosis in Jaundice. 
Dr. Paul Butler, Boston, X-ray in Gall Bladder Disease. 
Dr. Frank Lahey, Boston, Surgery of Gall Bladder. 

February 6, 1929 (Wednesday)—Council meeting, Boston. 

February 13, 1929 (Wednesday)—Danvers State Hospi- 
tal. Clinic at 4 P. M. Supper at 6 P. M. Speaker: Dr. 
Roget Lee, Boston; subject to be announced later. Dis- 
cussion from the floor. 

March 6, 1929 (Wednesday)—Lynn Hospital. Clinic at 
5 P. M. Dinner at 7 P. M. Symposium on Pneumonia. 
Speakers: Dr. Reginald Fitz, Diagnosis. Dr. Fred Lord, 
Treatment. Dr. William H. Robie, Heart in Pneumonia. 
Discussion from the floor. 

RALPH E. STONE, M.D., Secretary. 


Franklin District Medical Society 
Meetings will be held on the second Tuesday of Janu- 
ary, March and May. 


Hampden District Medical Society 


The next meeting will be held January 22. 
notices will appear later. 


Hampshire District Medical Society 
March 13, 1929—Address by Dr. George E. Gage, Profes- 
sor of Bacteriology and Physiology at the Massachusetts 
State College. 


Middlesex East District Medical Society 

The following schedule of meetings has been arranged 
for the coming year: 

January 16—Wakefield. 

March—Reading. 

May—Melrose. 

Subjects and speakers to be arranged by committees 
in each city or town. 


Middlesex North Medical Society 
The winter meeting will be held the last Wednesday 
in January. 
The annual meeting will be held the last Wednesday 
in April. 


Middlesex South District Medical Society 
March 27, 1929—Joint meeting with the Suffolk and Nor- 
folk Districts. 


Additional 





April, 1929—Annual meeting. Definite date to be an- 
nounced later. 


Norfolk District Medical Society 

Below are the proposed meetings of the Norfolk District 
Medical Society for the 1928-29 Season. The schedule 
below will be adhered to as —— as possible. The 
carrying out of the proposed plan will, of course, depend 
upon the acceptances of invitations extended to the speak- 
ers. Minor changes may be necessary. 

January 29—Roxbury Masonic Temple. Subject, Treat- 
ment of Varicose Veins by the Injection Method—Dr. E. B. 
O’Neil. Dr. Homans will open the discussion. 

February 25—Roxbury Masonic Temple. Dr. W. R. 
Ohler. Subject to be announced. Discussion to be opened 
by Dr. A. A. Hornor. 

March 29— Roxbury Masonic Temple. 
speakers to be announced. 

May—Annual meeting program to be announced. 

The Censors of the Society meet May 9, 1929, at the 
Roxbury Masonic Temple, Warren Street, Roxbury, at 
4 P. M., for the examination of candidates. 


Plymouth District Medical Society 

January meeting, Thursday, January 17, 1929, at 11 A. 
M., Brockton Hospital, Brockton, Mass. Speakers: Dr. 
Michael F..Fallon, Chief of Surgical Staff, St. Vincent 
Hospital, Worcester, Mass.; Dr. Edw. J. Denning, Chief 
of Medical Staff, Carney Hospital, Boston, Mass.; subject 
to be announced later. 

March meeting at the Moore Hospital, Brockton, Mass., 
March 21st, program to be announced later. 

April meeting at the Commercial Club, Brockton, April 
18th, at 6 P. M. Annual Oration by Dr. Ralph C. McLeod, 
Orator; dinner. 


Suffolk District Medical Society 


March 27, 1929—Meeting in association with Middlesex 
South District Medical Society. “Clinical and Experi- 
mental Studies of Obstructive Jaundice and Its Compli- 
cations,’’ Dr. Waltman Walters, Mayo Clinic. 

April 24, 1929—Annual meeting. Speaker, Dr. Walton 
Martin, New York City. Title to be announced later. 

LINCOLN DAVIS, M.D., President. 

ARTHUR H. CROSBIE, M.D., Secretary. 


Worcester District Medical Society 


Subject and 


January 9, 1929—Chamber of Commerce, Worcester. 
Dr. Leon T. LeWald of New York City. 
February 13, 1929—Worcester State Hospital. Program 

to be announced. 

March 13, 1929—Worcester City Hospital. Dedication 
of New Nurses’ Home. Speaking program to be an- 
nounced. 

April 10, 1929—Grafton State Hospital. Program to be 
announced. 


May 8, 1929—Annual meeting. Worcester Country Club. 


Worcester North District Medical Society 


January 22, 1929 (Tuesday)—At Henry Heywood Memo- 
rial Hospital, Gardner, by invitation. Program by Staff. 


Annual meeting the fourth Tuesday in April. 


_— 
<=—_p 


BOOK REVIEWS 


Diseases of the Gall Bladder and Bile Ducts. Evarts 
A. GRAHAM, WARREN H. CoLe, GLOVER H. COPHER 
and SHERWOOD Moore. Octavo, 477 pages with 224 
engravings and 8 colored plates. 1928—Lea and 
Febiger, Philadelphia. 








This highly significant monograph has been pre- 
pared by members of the Department of Surgery at 
Washington University and embraces not only the 
important contributions which have been made to the 
subject by the authors, but a critical review of the 
vast literature of recent years. The newer knowl- 
edge of the function and physiology of the gall 
bladder and the latest methods for the diagnosis 
of its disorders are discussed in detail. 

Cholecystography is considered in all its phases 
with the insertion of a large number of roentgeno- 
grams to illustrate the discussion of the text. An 
extensive review of the various tests of liver func- 
tion in relation to the diagnosis of disease of the 
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gall bladder has been included. The technique, com- 
parative efficiency and interpretation of most of 
these tests is given, including that of the van den 
Bergh reaction. The operative surgery of the biliary 
tract is discussed in a well illustrated section. The 
monograph is of almost equal significance to prac- 
titioners, surgeons and roentgenologist. 

A book written in this style will require frequent 
revision of its contents, as many of the procedures 
described are the subjects of active investigative ef- 
forts at the present time. There is a constant need 
for similar monographs in other fields of medicine 
and surgery, provided such contributions are kept 
up to date with frequent revision. 





The Elements of the Science of Nutrition. (Fourth 
Edition, Reset.) By Granam Lusk, Pu.D., Sc.D., 
Professor of Physiology at the Cornell University, 
Medical College, New York City. Fourth Edition, 
Reset. Octavo of 844 pages. Philadelphia and 
London: W. B. Saunders Company, 1928. Cloth 
$7.00 Net. 


In his preface to the Third Edition of this work 
in 1917 the author announced that he would not 
undertake a subsequent revision. This was at the 
time a matter of regret but in view of the arduous 
nature of the task it seemed a reasonable declara- 
tion. It is now all the more to the credit of Doctor 
Lusk that he has been induced to reconsider his pur- 
pose and to give us this amplified Fourth Edition 
The reconstruction is very thorough. It is evidenced 
superficially by the addition of 200 pages to the text 
It becomes still more impressive when attention 
is paid to the bibliography: the number of references 
to papers issued since 1917 is extremely large and 
these are represented on almost every page. 

New material of especial importance is found 
in the following divisions of the subject: Oxidation 
and Reduction, the individual Amino-acids, the Spe- 
cific Dynamic Effect, Muscle Contraction, High Al- 
titudes, Racial and Climatic Factors, Dietetics, Sub- 
nutrition. The lessons of the Great War are set 
forth. Respecting one question the author appears 
as a partisan; this is in his protest against the neces- 
sity for assuming that fat can yield carbohydrate 
in the body. In the light of his great knowledge 
his stand must receive consideration. 

While the book is encyclopedic and likely to be 
used more for reference than for consecutive read- 
ing it has a distinctive literary character. The ex- 
position is always clear and concise, often pictur- 
esque. There are many epigrammatic sentences. 
At frequent intervals one has glimpses of the per- 
sonality behind the text—alert, humorous, humane 
and philosophical—the spirit of a leader highly re- 
vered. 





Infancy and Human Growth. By ARNOLD GESELL, 
PuH.D., M.D. Director, Yale Psycho-Clinic; Profes- 
sor of Child Hygiene; Institute of Psychology, Yale 
University; Author of “The Mental Growth of the 
Pre-School Child”. New York. The Macmillan 
Company. 1928. 


Like all of Dr. Gesell’s contributions, this volume 
is aa important contribution which should receive 
careful attention from pediatricians. 

In part, it amounts to a revision of his previous 
work on the Mental Growth of the Pre-School Child, 





and in part, it presents new material. A beginn 
has been made towards working out methods of stud 
adapted ‘to children with sever’ motor handica : 
A method for obtaining photographic records is ae 
scribed. ‘3 
As a whole, the book is, quite properly, not an 
easy one to read or to understand, but this com- 
plexity is largely due to the difficulty of the prob- 
lem attacked. In the true sense of the word, the 
volume represents pioneer work. . 








A Laboratory Manual of Physiological Chemistry 
By D. Wricur Wison. The Williams & Wilkins 
Company, Baltimore, 1928. 


This book could serve as a laboratory manual in 
an elementary course in physiological chemistry if 
special equipment were scarce, if it were not desired 
that the student purchase a text suitable for refer- 
ence (the buying of such a text would obviate the 
necessity of owning the manual reviewed), and if it 
were preferred that the manual and the student’s 
note book be one and the same. Approximately half 
the 272 pages are blank so that laboratory notes may 
be kept on them. 

The first part of the manual deals with qualitative q 
tests on inorganic tissues constituents, with experi- 4 
ments on standard acid and alkali solutions, elec- 
trolytic dissociation, and colloids. Carbohydrates, 
proteins and fats are then described. The second 
part contains experiments for studying the body 
tissues and fluids. One might wonder why the in- 
testinal juice is not considered and why fibrin is not 
one of the blood constituents examined. Bone, 
muscle, and the cell nucleus find space, but not 
epithelial or nervous tissue. The usual methods for 
quantitative determination of the important and 
some of the less important blood constituents are 
given. Any mention of cholesterol is omitted. 

The directions for experiments appear adequate. 
Discussion, where it is found, is very brief. There 
is no index. 

Typographical errors are absent, the printing and 
paper are good, but the binding in the volume re- 
viewed is faulty. 





Surgical Diagnosis in Tabular Outline. A. J. CEMACH, 
Vienna. Translated with Addition and Notes by 
Eduard L. Bortz and an Introductory Note by 
John B. Deaver. 109 Tabular Forms and 129 
Plates, with 548 Subjects, many in colors. 1928. 
F. A. Davis Company, Philadelphia. 


A large amount of information concerning surgical 
disorders has been assembled in tabular form and 
profusely illustrated with plates and diagrams. In 
spite of its elaborate form, however, this book is in 
essence little more than an old style “quiz—com- 
pend” disguised by a sugar-coating of well-done 
illustrations. As such it will undoubtedly appeal to 
the panic-stricken medical student who has neglected 
to organize his own knowledge. From such a book 
he may be able to glean enough facts to carry him 
through a detailed examination. It is doubtful, how- 
ever, whether the work will appeal to the thought- 
ful student, and, least of all, to the well trained sur- 
geon. ! 
As a tabular outline, however, making no pretext ; 
to supplement text-books or monographic discussions 
of subjects, the book has been well done. The pub- 
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lishers have been exceptionally lavish with illustra- 

tions and large folding tables. 

Sinus Thrombophlebitis. By ALFRED BRAUN, M.D., 
New York. Published by Paul Hoeber, Inc., New 


york, N. Y. 


The subject of sinus thrombosis, so long dealt with 
only in textbooks or medical journals is here for the 
first time fully treated in a book of 250 pages, pro- 
fusely illustrated with 111 drawings by the author. 
The print is large and the arrangement of the text 
conducive to clarity and conciseness. 

An initial chapter of 16 pages deals with the em- 
pryological development of the cranial sinuses in 
the human embryo. 

There follow 100 pages on the anatomy of these 
sinuses with a complete classification of all cranial 
sinuses, venous channels, their interrelations, im- 
mediate and remote connections, and their abnormal- 
ities and anomalies, all clearly shown by black and 
white drawings. , 

The various anastomoses between the _ dural 
sinuses, the diploetic veins, the cerebral veins and 
the venous systems of the neck are given detailed 
attention. The relationship of the dural sinuses to 
the adjacent portions of the temporal bone and the 
important structures contained therein is shown in 
a variety of cross section diagrams. Special con- 
sideration is given in this respect to the cavernous 
sinus. An interesting feature is a detailed account 
of the course of the blood through all the important 
sinuses in the event of thrombosis of anyone of 
them. 

Chapter three discusses the etiology and pathology 
of sinus thrombophlebitis, including the mechanism 
of thrombus formation and its microscopic appear- 
ance in various stages. The mechanical and bac- 
teriological factors are considered in the light of 
systemic infection with particular emphasis on sep- 
sis originating in the mastoid process. The results 
of thrombosis, both local and general, are treated in 
their relation to septicemia, pyema, embolus forma- 
tion and metastatic abscesses. Thrombosis of the 
jugular bulb, multiple thrombi and cavernous sinus 
thrombosis are fully dealt with, likewise the inter- 
connection between thrombosis and brain abscess 
and meningitis. 

In Chapter four the author considers the symptoms 
and diagnosis. The former are divided into those 
manifested locally and those which are evidenced 
by systemic infection. There is a detailed account 
of those tests for thrombosis which make use of 
spinal fluid pressure and its changes on jugular com- 
pression in the presence of obstruction. Local 
changes in the appearance of the sinus wall are 
evaluated and methods of investigation of the inside 
of the sinus are described. Differential diagnosis 
between other diseases producing a similar clinical 
Picture is adequately covered. 

The subject of treatment occupies the last 60 pages 
of the book. The operative technique for removal 
of the thrombus from the vein and ligation of the 
internal vein is given in great detail and with num- 
erous choices in procedure. Operations on the jugu- 
lar bulb and cavernous sinus are treated with special 
minuteness and illustrations. Consideration of the 
therapeutic adjuvants such as transfusion and intra- 
venous injections or mercurochrome complete the 
book. 

This treatise is the product of one man’s experi- 








ence. The broader point of view which includes 
other opinions is somewhat effaced by the dogmatic 
tone of this otherwise commendable work. 





Text book of Pharmacology and Therapeutics. By 
HucGH ALLIsTER McGuigan. W. B. Saunders Co., 
Philadelphia and London, 1928. 


A book so well planned, with its contents so con- 
veniently arranged, and a book so well made de- 
serves far greater care in its writing than the author 
has given it. There are so many inexcusable errors 
in the text that the reviewer is immediately preju- 
diced against it. For example, all odd-numbered 
pages 327 to 337, although describing carbohydrates 
have the page heading “Lipins or Lipoids.” Latin 
names are capitalized with a disregard for con- 
sistency or accepted usage. On page 336 we find 
“Ulmus fulva,” “Althea Officinalis,’ “amygdala 
amara,” “Prunus Amygdalus dulcis.” Then there are 
sentences which, because of lack of punctuation or 
improper construction, have little or no meaning. 
Contradictory statements are found which show 
little discrimination in the selection of material from 
other texts. While some of the chapters are well 
written and contain reliable information, there are 
other chapters, like the one on “Pharmacology of 
Proximate Principles,” that are so incomplete, con- 
tain so much incorrect information, and are so care- 
lessly written, that one doubts the familiarity of 
the author with some of the subjects with which he 
deals. This volume, therefore, cannot be recom- 
mended as a reliable reference or text-book for the 
student of either pharmacology or therapeutics. 





Rules for Recovery from Tuberculosis. By Lawra- 
soN Brown, M.D. (Pub.—Lea & Febiger, Philadel- 
phia. Fifth Edition, Thoroughly Revised.) 


The mere fact that this little handbook of Dr. 
Brown’s has gone to a fifth edition is sufficient evi- 
dence of its value and of its popularity. This pres- 
ent edition varies from the earlier ones chiefly in 
that it keeps up with the recent discoveries such as 
there being considerable space devoted to vitamines, 
ete. There is an immense amount of excellent ad- 
vice and sound and accurate information in this book. 

The only criticism which I have ever made of it in 
the past and which I can repeat now is that there 
is almost too much information which would tend to 
lessen the value of such a book for any but patients 
with a high degree of intelligence. The average pa- 
tient for instance, is not greatly interested in Vita- 
mine A. B and C. They simply would like to know 
in general what a vitamine is and where it can be 
found. Nor is the average patient greatly interested 
in the number of calories in each article of food con- 
sumed any more than the same patient is particular- 
ly interested in a comparison between centigrade and 
fahrenheit temperature readings. Nor is the average 
patient interested in tuberculin nor indeed should he 
be interested in tuberculin which is purely a medical 
problem. There is a chapter on body weights, with 
detailed charts as to what the average  per- 
son of a certain age should weigh. Frankly, 
I have absolutely no use for weight tables of this 
sort and am firmly convinced that they do harm rath- 
er than good. A general rule that the physician aim 
to get his patient 10-12 pounds above what is con- 
sidered to be a good normal weight for that patient 
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in health, taking all things into consideration, is 
better than all the weight charts in existence. Ata 
place such as Saranac Lake—and the same applies to 
Colorado Springs, Ashville, and a few others where 
the consumptives, chiefly among the well-to-do and 
presumably well-to-do classes, are concentrated Dr. 
Brown’s book will be of great value. The average 
run of patients who are seen by the general practi- 
tioner and indeed by the lung specialist would be dis- 
couraged at the mass of facts and information pre- 
sented in Dr. Brown’s book. 

It is evident, therefore, that to cover the field 
there must be two classes of textbooks for the tu- 
berculous patient,—one of which Dr. Brown’s book 
is an example of the very finest,—and another, a 
simpler and less technical one. For the class of pa- 
tients for whom Dr. Brown’s book is intended to 
serve, it is as fine a book as can be conceived. 





Laboratory Diagnosis and Experimental Methods in 
Tuberculosis. By Henry STuart WILLIs. 


This book is a volume of sixteen chapters, nearly 
300 pages, with 25 illustrations, and has been writ- 
ten for a two-fold purpose, first, to describe the more 
important methods of laboratory diagnosis of tuber- 
culosis and to consider some of the more significant 
procedures and principles involved in the experi- 
mental study of that disease and, secondly, it aims 
to consider the general factors concerning infection 
of animals and the study of tuberculosis experi- 
mentally. 

The author states that it has been his desire to 
write a book which is of use to the practicing phy- 
sician, laboratory workers in general and to labora- 
tory students. There is an introduction by Dr. Allen 
K. Krause. Dr. Krause believes that the procedures 
described in this book for the laboratory diagnosis 
of tuberculosis can be accomplished by simple meth- 
ods in an ordinary physician’s own office. Anyone 
who reads this book, however, will realize that with 
the exception of the simple and most fundamental 
procedure such as staining of the tubercle bacillus 
this book is intended and must be of value purely 
for trained laboratory workers and technicians and 
investigators, in the special line of bacteriology, 
pathology and physiology. The general practi- 
tioner, and I am sure this applies to New England, 
would stand aghast at the idea of carrying on 
technical and detailed procedures described in this 
volume, and again, as far as medical schools in New 
England are concerned, the teaching of tuberculosis 
is altogether too sketchy a thing to include much of 
the detailed laboratory work here described. 

For that group which I have already mentioned,— 
advanced students, research workers and _ investi- 
gators,—this volume of Dr. Willis’s will be of very 
real help. 





A Manual of Tuberculosis Legislation. By JAMES 
A. Tosey, LL.B., Dr. P.H. 


This pamphlet, gotten out by the National Tuber- 
culosis Asscciation, is intended as is stated in the 
foreword for health officers, both state and local, 
secretaries of state and local tuberculosis associa- 
tions, for legislators and officials, particularly those 
who are interested in public health legislation, and 
agencies and individuals interested in the drafting 
of legislation. 

It is divided into two parts: Part I, consisting of 








general considerations of the relation of tub 
as a communicable disease to the law; Part II con- 
nig v an analysis of state tuberculosis legisla. 
ion. is is in turn he takes 

headings: uP Under separate 

1. General public health administration and the 
laws in regard to it, 

2. Reporting and registration of cases and how 
this is best brought about, 

3. Control of patients with tuberculosis in the 
homes and the handling of contacts, 

4. Establishment and maintenance of sanatoria 
municipal, state, county, etc. with remarks on the 
subsidies of various kinds, and 

5. Official miscellaneous measures. 

There is an interesting appendix. 


erculosis 





Modern X-Ray Technique. By Eb. J. Jerman. Bruce 
Publishing Company, Saint Paul, Minnesota. 
260 Pages. Price $5.50. 


This Book presents the _ technical procedure 
adopted by one of the older x-ray companies after 
considerable experience in teaching the correct op- 
eration of their machines. The Author has also had 
a large experience in the training of x-ray tech- 
nicians. 

The arrangement of the subject matter is excel- 
lent, the text clear and well written. The various 
procedures are carefully and clearly explained. At 
the end of each chapter are questions and answers 
covering the subject discussed which could be used 
as a quiz. All of the standard positions are illus- 
trated and there are many conveniently arranged 
charts and tables. The technique recommended has 
been generally adopted throughout America, and has 
the advantage of simplicity and accuracy. 

It is unfortunate that the author has confined his 
discussion to one type of apparatus. With this ex- 
ception the book is unusually good and should be of 
help to all technicians and many roentgenologists. 





Bacteriology. General, Pathological, and Intestinal. 
ARTHUR I. KENDALL, Pu.D., Dr.P.H. 3rd edition. 
Lea & Febiger. Philadelphia. 1928. Pp. 733. 


Dr. Kendall’s excellent textbook of bacteriology 
needs no introduction to those working in this field. 
The great contributions made by Dr. Kendall to our 
knowledge of the metabolism of bacteria are clearly 
and concisely summarized in this volume. The ex- 
tensive knowledge which Dr. Kendall has of the 
intestinal flora is reflected by his treatment of that 
group of organisms in this volume. 

In any textbook there are bound to be some places 
where the treatment is not equal to that in others. 
The section on streptococci is somewhat disappoint- 
ing, and very little emphasis is laid on the practical 
methods for differentiating them, such as the use of 
blood-agar plates, ete. 

In the section on tuberculosis, the reviewer was 
disappointed to find no reference to the B. C. G. 
While considerable uncertainty still is rife as re- 
gards the value of this, one would hope that as promi- 
nent an authority as Dr. Kendall would express his 
opinion with regard to it. Evidently the experience 
in Chicago has been somewhat different from here 
inasmuch as the author is still enthusiastic about 
the use of lips-vaccines. 

This book would be a welcome addition to any 
medical library. 
































volume 199 EDITORIAL DEPARTMENT 1295 
Number 25 

R us % 

Ezercitatio Anatomica de Motu Cordis et Sanguinis|for students that has ever been published. Very 


in Animalibus, by WittiAM Harvey, M.D., with an 
English translation and annotations by Chauncey 
Dp. Leake. Springfield, Illinois, and Baltimore, 
Maryland: Charles C. Thomas, 1928. Tercenten- 
nial Edition. 154 pages. 


What a wealth of material the tercentenary of 
Harvey's De Motu Cordis has brought forth! One 
has at hand the beautiful facsimile edition by R. Lear 
and Co., Florence, one of the Monumenta Medica ed- 
ited by Henry E. Sigerist, which is even finer than 
the facsimile of 1894 by Moreton, although it does not 
contain the usual Willis translation. Then there is 
that delightful reprint of the first English text of 
1653, now carefully edited by Geoffrey Keynes and 
published by the Nonesuch Press, in a form worthy 
of the subject, on Dutch paper and handsomely 
pound. With it are included De Circulatione San- 
guinis, translated by the same anonymous writer. 
Keynes is also the author of a splendid bibliography 
of Harvey’s works. In addition we come to the new 
translation by Leake. 

Dr. Chauncey D. Leake, Professor of Pharmacology, 
University of California, says, in his Postscript, that 
being unfamiliar with the 1653 anonymous transla- 
tion, used this year by Keynes, he turned to the well- 
known second translation by Robert Willis, made for 
the Sydenham Society and published in 1847. This 
rendering has been re-issued many times and has 
become the standard English version. Leake found 
the phraseology stilted and involved, an opinion con- 
curred in by most observers, although the transla- 
tion, on the whole, has some excellent qualities. He 
has, therefore, attempted a new translation “ in the 
language and spirit of our times’, which he feels con- 
fident will be attractive and easily readable for medi- 
cal students and physicians. Although the transla- 
tion is good, the reviewer greatly favors the old ver- 
sion of 1653, in which, as Keynes says, “the vigour 
of the seventeenth century is found, with a sufficient 
sprinkling of expressive, if now unusual, terms to 
produce the feeling that Harvey himself is speaking.” 
One misses all this in Leake’s translation, excellent 
as it is, and one is sorry that Leake did not see the 
earlier work before beginning his. 

Leake has added footnotes of value to students, 
but otherwise the book offers little of worth. The 
facsimile is not so clear as Lier’s, the illustrations 
are only fair and the cover seems to the reviewer 
exceptionally bad. One hopes for better things from 
anew publisher. Leake’s translation deserves a bet- 
ter fate. 





The Clinical Examination of the Nervous System, 
by G. H. Monrap-Kroun, M.D., F.R.C.P., with a 
foreword by T. Grainger Stewart, M.D., F.R.C.P. 
4th edition New York: Paul B. Hoeber, Inc., 1928. 
xvi—209 pages. 

Neurological Examination: An Exposition of Tests 
with Interpretation of Signs and Symptoms, by 
CuHarLes A. McKenpree, A.B., M.D., with a fore- 
word by Henry Alsop Riley, A.M., M.D. Phila. and 
London: W. B. Saunders Company, 1928. 280 pages. 


The book of Monrad-Krohn has passed into the 
fourth edition in seven years, including one edition 
in French, and has, therefore, received a well-de- 
served recognition. It is one of the best small books 


few changes have been made in this edition; those 
made are the result of actual clinical experience by 
the author in his large clinic at Oslo. It is a pleasure 
to again recommend this book highly, as we have all 
the previous editions. 

McKendree’s book is larger and somewhat fuller 
than that by Monrad-Krohn on the same subject. It 
is the result, also, of clinical experience in teaching 
medical students at the College of Physicians and 
Surgeons, New York, by the author and his asso- 
ciate, Dr. Henry Alsop Riley. For the beginning 
student, there is perhaps too much material; for the 
senior student, or graduate, the book deserves the 
highest recommendation. The detailed anatomy of 
the tracts and nuclei are given, largely based on Til- 
ney and Riley’s The Form and Function of the Cen- 
tral Nervous System (1921), many reflexes not usual- 
ly described in textbooks are explained, references 
to important literature are noted and, with the well 
chosen illustrations and the excellent index, the book 
is one that may find a warm welcome in neurological 
and medical clinics and in the medical schools. There 
are rare errors, but none of importance. The work 
is strongly colored by the New York group of neur- 
ologists, headed by Dr. Frederick Tilney, to whom 
the book is very appropriately dedicated. It is a 
worthy product from one of the leading neurological 
groups in this country. 





By WENDELL 
(F. A. Davis 


Diseases of the Ear, Nose and Throat. 
CHRISTOPHER PHILuies. 7th Edition. 
Company, Philadelphia, publishers. ) 


This book needs no introduction to the profession 
for it has been a standard textbook at least on this 
side of the Atlantic for many years. The number 
of editions, this being the seventh, speaks of its 
popularity. It covers the entire field of otolaryngol- 
ogy in as comprehensive a way as is possible within 
the covers of a comparatively small volume. 

In addition to the material given in previous edi- 
tions the new book contains several entirely new 
chapters and elaboration of material already found 
in the earlier copies. Thus the author has intro- 
duced a valuable description of the audiometer tests 
with their application in detecting and classifying of 
hearing defects. Another chapter is entitled “The 
Hearing Problem”, Otologists are well aware of the 
plight of the deaf or near deaf, which aside from 
being a serious physical handicap to the individual 
also assumes the proportions of a mental problem. 
An adequate outline of the treatment of these cases 
is given taking both the actual and the imaginary 
handicap into consideration. The author also brings 
up the recent developments relating to infantile 
mastoidites and paranasal sinus disease wherein 
gastro-intestinal symptoms predominate. 

There are however many points which will invite 
the criticism of the up-to-date specialist. As for 
instance the subject of surgical anesthesia. The 
author evidently still uses the highly dangerous 
cocain injections which should be wholly a thing of 
the past since the introduction of novocain. Ringer’s 
solution, well known to readers of the textbooks on 
lucal anesthesia, the author terms Wring’s solution. 
He also advocates paraffin injections for correction 
of deformities following certain surgical procedures 
such as the frontal sinus operation. The late results 
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of such treatment have no doubt been observed by 
all plastic surgeons. 

The introduction of the diathermy should have 
done away with the actual cautery and the use of 
powerful corrosives such as HNO, in cancer surgery. 





Collected Addresses and Laboratory Studies of the 
London School of Hygiene and Tropical Medicine, 
Vol. IV, 1927-28, Compiled by R. T. Leiper. 


This volume includes several stimulating addresses 
by Andrew Balfour and a number of papers em- 
bracing a wide range of subjects pertinent to tropi- 
cal diseases in man, animals, and plants. 

Balfour’s views about the training requisite for 
medical officers destined for service in the tropics 
should be valuable to the physician who contem- 
plates undertaking any kind of medical service in the 
tropics whether of a public or of private nature. 
The need for such preparatory training has been too 
long overlooked in the United States. 

The studies of G. R. Ross on non-specific agglutina- 
tion in the differentiation of Br. melitensis from Br. 
abortus is important for laboratory workers.  Clini- 
cians may profit by reading Ross’s paper on treat- 
ment of quinine susceptible patients with mercuro- 
chrome and plasmochin, and the paper by the same 
author on bilirubinaemia in malignant tertian ma- 
laria and black-water fever. 

H. H. Scott submits a long paper comparing the 
distribution of tuberculosis lesions in man with 
those found in other primates. Striking similarities 
were revealed. 


Chemistry in Medicine. Edited by Julius Stieglitz. 
The Chemical Foundation, Inc. New York. 1928. 
Pp. 757. 


This small volume consists of a survey of the ad- 
vances already made and those which may be made 
by the application of chemistry in medicine. Prac- 
tically all of the articles are written by men prom- 
inent in their field and are written so that laymen 
ean readily understand them. This volume makes in- 
tensely interesting reading and is a type of book 
which will do much to reduce quackery by affording 
accurate knowledge to the laity in this all too fre- 
quently exploited field. 
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